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Summary of the Major Research Project 
 
Section A: Presents a systematic search exploring young peoples’ views and experiences of 
targeted mental health and wellbeing interventions being provided in schools. Following quality 
appraisal, a thematic synthesis of 11 included papers identified three overarching themes (impact 
of school context, intervention factors, and young people factors) that shape the acceptability of 
school-based provision. Schools should adapt their practices to address practical concerns, 
promote young peoples’ sense of choice and agency, and guarantee confidentiality. The voices of 
young people should be privileged in research and practice moving forwards to ensure that school-
based provision is acceptable and responsive to their needs.  
 
Section B: Presents a three-round Delphi survey exploring professionals’ perspectives on the 
implementation of a new workforce of school-based mental health practitioners. This process 
facilitated consensus-building between professional groups. Participants agreed that mental health 
interventions are more accessible when provided in schools. Results highlighted challenges 
associated with translating mental health interventions to the school context. A tension between 
prioritising quality of service and equality of access was identified. Findings demonstrate the need 
to facilitate dialogue between local collaborators in supporting implementation. To promote 
workforce sustainability, resources invested in school-based practitioners should be matched by 
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Young peoples’ views and experiences of targeted mental health and wellbeing interventions 
being provided in schools: A systematic review and qualitative thematic synthesis 
 
Word Count: 7,962 (+272) 
 






In the context of developing an evidence-base for school-based mental health and wellbeing 
interventions, there is a need to include the voices of young people in guiding intervention 
implementation. This review explored young peoples’ views and experiences of targeted mental 
health and wellbeing interventions provided in schools with a view to identifying barriers and 
facilitators of engagement. Following a systematic search and quality appraisal, a thematic 
synthesis was conducted on 11 papers. This synthesis identified three overarching themes 
(impact of school context, intervention factors, and young people factors) that shaped the 
acceptability of school-based provision. To facilitate engagement, schools should adapt their 
practices to address practical concerns, promote young people’s sense of choice and agency, and 
guarantee confidentiality.  The complex task of addressing stigma associated with help-seeking 
is also an important future endeavour. By including the perspectives of young people in research 
and practice, school-based provision can be promoted that is acceptable and responsive to their 
needs.  
Keywords: acceptability; mental health; qualitative methods; school-based; targeted  
 
  





Status of mental health in children and young people 
Children and young people (CYP) today live in stressful times (Morgan et 
al., 2017). Despite improved material conditions in recent decades, psychosocial conditions have 
become ‘more complicated and demanding’ (Bell et al., 2019). It has been proposed that CYP 
experience contemporary society as particularly challenging to their wellbeing (Eckersley, 2011). 
As they transition to secondary school, CYP must navigate the onset of puberty and associated 
cognitive and emotional changes alongside increasing social and academic pressures (Goldstein 
et al., 2015). This has been further complicated by uncertainty and isolation arising from the 
COVID-19 global pandemic (Imran et al., 2020).   
In this context, the mental health and wellbeing of CYP has received increased attention 
(Collishaw, 2015). Concerns around an apparent deterioration in the subjective wellbeing of 
CYP have been described (Currie et al., 2012). In the United Kingdom (UK), it has been reported 
that an estimated one-in-eight CYP meet current diagnostic criteria for a mental health 
difficulty (Vizard et al., 2018).  
A perceived ‘crisis’ in the behaviour and emotional wellbeing of CYP today has been 
debated (Coppock, 2010). According to Timimi (2009) it is unclear whether there has been a real 
increase in mental health difficulties, or whether our perception of and the meaning that we 
ascribe to CYP’s emotions and behaviour may have changed over time. Also relevant are 
expanding classification and diagnostic systems that have been described as “enveloping more 
and more [CYP]” (Coppock, 2010). Nevertheless, reported poor mental health and wellbeing in 
childhood and adolescence has been associated with a range of adverse social and economic 
outcomes throughout the lifespan (Gondek et al., 2018). Indeed, the strongest predictor of a 




measure of life satisfaction in adulthood has been identified as subjective emotional health aged 
16 (Layard et al., 2014).    
Access to specialist provision  
Only one-third of CYP access any professional help for difficulties related to their mental 
health and wellbeing (Sadler et al., 2018). Limited knowledge of mental health, perceived stigma 
and compromised confidentiality have been associated with poor service use in CYP (Radez et 
al., 2020). To address this ‘crisis’, calls for greater investment by the state have been made 
(Coppock, 2010). In response, increased access to evidence-based interventions has been pledged 
by the UK Government (Department of Health & Social Care, 2015). An emphasis on 
developing services that are adaptive to the needs of CYP, rather than CYP being expected to fit 
within existing service structures, such as specialist Child and Adolescent Mental Health 
Services (CAMHS), has emerged.   
The role of schools  
Subsequent policy has promoted schools as appropriate settings for CYP to receive 
mental health and wellbeing support (Department for Education, 2016).  Due to near total 
population cover, schools have a ‘captive audience’ to provide interventions and have been 
described as “the best placed institutions within which to centralise our holistic efforts” (Rothi & 
Leavey, 2006). Despite this potential, it is important to recognise that schools operate within a 
broader context and are not positioned to remedy key social determinants of poor mental health 
and wellbeing, such as poverty (Ford et al., 2021). It is also acknowledged that educational and 
social pressures within schools can in themselves contribute to the onset of mental health 
difficulties, complicating schools’ role as a setting of intervention (Cosma et al., 2020).    




Approaches to mental health and wellbeing used in schools include ‘preventative’ and 
‘targeted’ interventions. School-based interventions can be delivered by internal staff 
(teaching/pastoral staff) or by external practitioners attending schools (Fazel et al., 2014).  The 
foci of preventative interventions vary, but usually involve classroom-based psychoeducation, 
behavioural techniques or skills building to promote resilience (Dray et al., 2017). Targeted 
interventions are offered in individual or group formats to CYP identified as experiencing 
difficulties related to their mental health/wellbeing. Targeted interventions use a range of 
approaches but are often informed by cognitive behavioural (CBT) or supportive listening 
counselling principles (Gee et al., 2020).  
Evidence for school-based provision 
Current systematic review findings suggest ‘neutral to small effects’ of universal 
interventions aimed at promoting wellbeing (Mackenzie & Williams, 2018). Meta-analytic 
evidence for targeted interventions has indicated a ‘small effect’ on measures of depression and a 
‘medium effect’ for anxiety measures post-intervention, with little evidence of effects being 
maintained in the longer-term (Gee et al., 2020). Targeted interventions have been associated 
with greater stigma than universal interventions, however service user satisfaction is also rated 
more highly in targeted than universal interventions (Rapee et al., 2006).      
Investment in targeted intervention  
Demonstrating the popularity of school-based provision amongst policymakers, ‘Mental 
Health Support Teams’ (MHSTs) have recently been introduced to schools in the UK 
(Department of Health & Social Care and Department for Education, 2017). Employed by the 
National Health Service (NHS), these teams of practitioners are located in schools to deliver 
targeted low-intensity CBT (Health Education England, 2020). Representing significant 




investment, this workforce is intended to be rolled-out to a quarter of the population by 2023 
with 8,000 additional practitioners supporting schools in the long-term (Department of Health 
and Social Care & Department for Education, 2017). 
The role of ‘implementation science’  
‘Implementation science’ (IS) studies the translation of evidence-based interventions to 
real-world settings (Eccles & Mittman, 2006). IS recognises the impact of personal, social and 
organisational factors on implementation (Bauer & Kirchner, 2020). A framework of 
implementation outcomes for study, outlined in Table 1, has been proposed by Proctor et al. 
(2011). 
Table 1 




Acceptability How far an intervention is perceived to be agreeable or satisfactory to 
stakeholders 
Adoption The intention, initial decision, or action to try or employ an intervention; 
also described as ‘uptake’ 
Appropriateness The perceived fit, relevance, or compatibility of an intervention in a given 
setting 
Cost The cost impact of an implementation effort 
Feasibility The extent to which an intervention can be successfully carried out within 
a specific setting 
Fidelity The degree to which an intervention can be implemented as prescribed in 
the original protocol 
Penetration The integration of a practice into a specific setting and its subsystems 
Sustainability The extent to which a newly implemented treatment is maintained within a 
service over time 
 




Proctor et al. (2011) proposed that implementation outcomes are “interrelated in dynamic 
and complex ways”. For example, how far an intervention is acceptable to stakeholders will 
affect the way it is adopted, and in turn penetration and sustainability over time.  
A focus on acceptability  
A review of school-based mental health interventions by Paulus et al. (2016) found that 
effective implementation of interventions promotes positive outcomes. Subsequent reviews 
established a link between intervention acceptability and attendance in CYP (Gee et al., 2020), 
leading to improved outcomes (Rojas-Andrade & Bahamondes, 2019). In the context of a limited 
evidence-base for school-based interventions, promoting intervention acceptability is therefore 
an important endeavour. 
High acceptability has been demonstrated where school-based interventions are designed 
to match the needs and preferences of CYP, focusing on what is important to them, and ensuring 
that delivery is accessible and interactive (Gee et al., 2020). The importance of incorporating the 
voices of CYP in guiding the design and delivery of services has also been recognised in UK 
Government policy (Department of Health & Social Care, 2015). However, interventions are 
often transported to schools from clinical settings with limited involvement of their target 
population (Rapee et al., 2006). A need to improve our understanding of CYPs’ experiences of 
intervention and elicit their recommendations for the future has been described (Day et al., 
2006).  This is especially pertinent given that the school context presents distinct challenges to 
intervention implementation. For example, the dominant ethos of a school community, the 
availability of an appropriate venue within the school building, and timetabling pressures have 
been identified as factors that affect implementation (Gronholm et al., 2018; Owens et al., 2014).   




The value of qualitative research  
The ‘hierarchy of evidence’ used in evidence-based practice (Evans, 2003) privileges 
quantitative methodologies from the positivist tradition, which has come to influence how we 
understand ‘legitimate’ knowledge (Coppock, 2010). In this context, evidence derived from 
qualitative methodologies has been viewed as subordinate to ‘hard’ scientific research (Coppock, 
2010). However, qualitative methodologies have increasingly been promoted in exploring the 
implementation of complex interventions and guiding intervention planning (Williams, Boylan 
& Nunan, 2019). Qualitative methodologies are able to provide a “thick description” of 
experiences in context, beyond the breadth of understanding achieved using quantitative 
methodologies (Palinkas, 2014).  
Existing reviews 
Qualitative findings from a review of CYPs’ views of mental health services in the UK 
found that CYP value their needs being responded to flexibly and using language that is familiar 
to them. CYP value convenient venues and timing of sessions and identified key qualities of 
warmth, authenticity, and expertise in the practitioners they worked with. Barriers to intervention 
include fear of being stigmatised and a lack of continuity between services (Plaistow et al., 
2014). 
A subsequent review assessed qualitative evidence into stigma related to accessing 
targeted mental health interventions in schools (Gronholm et al., 2018). CYP described both 
anticipated and experienced stigma with concerns around confidentiality being compromised 
limiting intervention uptake. CYP responded favourably when interventions were set up as a 
space for talking, listening and problem-solving and thereby normalised.  Fostering a sense of 
choice and control and building trust also promoted engagement. Engagement has been 




described as a process involving affective, cognitive and behavioural components (King et al., 
2014).  Engagement is thought to be greater when an individual is emotionally involved in the 
process of intervention with a practitioner, believes in the need for such intervention and that it 
has the potential to be effective, and acts accordingly through attendance and applying strategies 
beyond sessions.   
Rationale and aims  
To date, qualitative research on CYPs’ experiences of targeted interventions in UK 
schools has not been reviewed. Although related, the review by Gronholm et al. (2018) was 
limited in its focus on stigma and used international research. Exploring the acceptability of 
schools as a context for intervention is important to help us understand where and how to best 
allocate resource. This is especially important given the current investment in this area. For 
example, finding out how CYP experience different modes of targeted delivery (such as 
internally versus externally delivered interventions) could be used to refine practices and 
promote engagement.     
Qualitative findings from studies conducted within the UK specifically have not been 
synthesised. This is important as research conducted internationally is situated from different 
educational, social and policy contexts.  In the UK, mental health provision has traditionally 
been delivered in NHS settings, with school-based services being less developed than in some 
other Western countries, such as the United States of America (USA), where related research is 
often conducted (Gee et al., 2020).  
This review will foreground the voices of CYP to explore their views and experiences of 
targeted mental health and wellbeing interventions being provided in schools. It will summarise 
relevant literature and offer a balanced critique of published papers. Findings will then be 




synthesised with a focus on understanding barriers and facilitators to engagement. 
Recommendations on the implementation of targeted school-based interventions will be offered 
to improve acceptability and outcomes for CYP.   
Method 
Search strategy 
Electronic database searching was conducted in December 2020 and repeated in May 
2021. ‘ASSIA’, ‘British Education Index’, ‘Child Development and Adolescent Studies’, 
‘CINAHL Complete’, ‘ERIC’, ‘MEDLINE’ and ‘PsycInfo’ databases were searched to obtain 
relevant papers across health, social sciences, and education literature. 
Inclusion criteria 
Inclusion and exclusion criteria are described in Table 2. Eligible papers used a 
qualitative or mixed-methods design including a qualitative component. Papers conducted 
outside the UK were excluded. Due to focusing on how CYP view and experience interventions 
being provided in the school context, rather than how they experience an intervention itself, a 
decision was made to include papers using a range of targeted interventions related to mental 
health and wellbeing in schools. In addition, only papers conducted in ‘mainstream’ primary or 
secondary schools were eligible, due to differences in how support is provided to CYP with 
social, emotional and behavioural difficulties within specialist provision (Michael & 
Frederickson, 2013). Papers that explored views on preventative/universal interventions were 
excluded. No time limits were applied. 
  





Review inclusion and exclusion criteria  
Inclusion criteria Exclusion criteria 
• Used qualitative or mixed design 
including qualitative method, e.g., 
interviews, focus groups, or 
questionnaires  
• Conducted in the United Kingdom 
• Explored views of children and young 
people on targeted mental 
health/wellbeing interventions in school 
setting in principle (rather than their 
view of a particular intervention) 
• Conducted within mainstream primary 
or secondary schools 
• Published in English language 
 
• Was not primary research (i.e. 
theoretical or review articles) 
• Did not use any form of qualitative 
design 
• Conducted outside the United 
Kingdom 
• Conducted within specialist 
provision e.g. Pupil Referral Unit 
• Explored views on preventative or 
universal school-based mental health 
interventions 
• Exclusively explored views of 
professionals or parents on school-
based mental health intervention 
• Explored views of children and 
young people on views of specific 
interventions rather than the 
principle of providing interventions 
in school settings  
 
Literature search 
Preliminary searching using Google Scholar and screening of Medical Subject Headings 
(MeSH) terminology used in relevant papers identified informed database selection and search 
terms employed. Search terms used are described below in Table 3. 
 
  





Review search terms 
Search terms Boolean operation Location 
School* OR ‘school-based’ AND Abstract 
Adolesce* OR child* OR 
‘young pe*’ 
AND Abstract 
‘Focus group’ OR 
interview* OR qualitative 
AND Abstract 
Anxiety OR emotion* OR 
‘mental health’ OR ‘mental 
illness’ OR wellbeing OR 
‘well-being’ 
AND Full text 
Counselling OR ‘guided 
self-help’ OR ‘guided self 
help OR intervention* OR 
support OR therapy 
AND Full text 
 
The five searches were run separately to maximise results obtained then combined using 
the ‘AND’ function to limit results to articles using some combination of terms from all five 
searches. This final search was then limited to results in the English language.  
Database searches were run separately. The results were imported and combined into 
‘Rayyan QCRI’, a web-based systematic review tool, and duplicates were removed. Results were 
then screened first by title to identify papers that appeared relevant. Relevant papers were then 
screened by abstract and lastly remaining papers were screened by full text.  
Following screening, reference lists of included articles were hand-searched.  All articles 
citing included articles were identified using Google Scholar and screened. No new relevant 
articles were identified. Finally, publication lists of first authors for included articles were hand-
searched. This yielded one additional relevant article for inclusion. The journal ‘Child and 
Adolescent Mental Health’ was also hand-searched, yielding no additional results. To address the 
possibility of publication bias and ensure inclusion of as many eligible papers as possible, grey 




literature was searched for using the ‘OpenGrey’ database, with no additional result identified. A 
PRISMA Flow Diagram (Moher et al., 2009) outlines the screening process (Figure 1).  
Figure 1 




















Records identified through 
database searching 
(n = 2619) 
Additional records identified 
through other sources 
(n = 1) 
Records after duplicates removed 
(n = 1554) 
Screened by title 
(n = 1554) 
Excluded, with reasons 
(n =32) 
Non-empirical research: n 
= 2 
Non-qualitative: n = 4 
Non-UK: n = 14 
Preventative/universal 
intervention: n = 7  
Professional/parent 
participants: n = 4 
Specialist provision: n = 1  
Full-text articles 
assessed for eligibility 
(n = 17) 
Studies included 
(n = 11) 
Screened by abstract 
(n = 49) 
Excluded as irrelevant 
(n = 1505) 
 
Excluded, with reason 
No focus on school 
context: n = 6 





Summary of papers  
In total, 11 papers retrieved from the literature search met criteria for inclusion in the 
review. The papers were published between 2006 and 2020, perhaps reflecting increased interest 
in the mental health and wellbeing of CYP in the past 20 years (Collishaw, 2015). Seven papers 
were conducted in England, two were conducted in Wales and two did not specify where in the 
UK they took place. All papers used qualitative methodology except for Cale et al. (2020) whose 
research adopted a mixed-methods approach comprised of quantitative and qualitative 
evaluation. All included papers were conducted in secondary schools with participants aged 
between 11 and 18. Four papers recruited CYP alone (Evans et al., 2015; Fox & Butler, 2007; 
Prior, 2012; Spencer et al., 2020), whilst seven papers also recruited professionals/parents as 
participants to explore their aims. 
The included papers varied in their stated aims. Seven papers aimed to explore views and 
experiences of intervention (Cale et al., 2020; Chase et al., 2006; Evans et al., 2015; Fox & 
Butler, 2007; Kendal et al., 2011; McGeechan et al., 2019; Segrott et al., 2013). Kendal et al. 
(2014) aimed to explore the perspectives of CYP who had and had not sought help. McKeague et 
al. (2018) aimed to investigate the acceptability and feasibility of their workshop programme. 
Prior (2012) aimed to “elucidate the key features and stages of the help-seeking process as 
defined by young people accessing school counselling”. Finally, Spencer et al. (2020) aimed to 
“explore young people’s lived experience...[to] inform the future development of school-based 
mental health support”.  
The included papers used a range of targeted interventions, including workshops for 
exam stress (Cale et al., 2020; McKeague et al., 2018), school-based counselling (Fox & Butler, 




2007; Prior, 2012), guided self-help (Kendal et al., 2011; Kendal et al., 2014), a confidential 
drop-in service (Chase et al., 2006), a targeted social and emotional learning intervention (Evans 
et al., 2015); a mindfulness course (McGeechan et al., 2019), and an emotional support service 
(Segrott et al., 2013). One paper (Spencer et al., 2020) did not specify an intervention but 
described exploring views on “mental health support in schools”.  
Six papers described interventions delivered to individual CYP (Chase et al., 2006; Fox 
& Butler, 2007; Kendal et al., 2011; Kendal et al., 2014; Prior, 2012; Segrott et al., 2013), whilst 
four papers used group-based formats. Seven papers described interventions delivered by 
external professionals (Cale et al., 2020; Chase et al., 2006; Evans et al., 2015; Fox & Butler, 
2007; McKeague et al., 2018; Prior, 2012; Segrott et al., 2013), whilst three papers described 
interventions delivered by internal school staff. Key characteristics of included papers are 
described below in Table 4.   
  








Study Title    Location    Aims   Intervention   Data Collection    Sample  Data Analysis   Key Findings  
Cale et al., 
2020  
‘Get(ting) to the Start 
Line – the evaluation 









participant perceptions and 
experiences of the 
programme, establish the 
perceived effectiveness of 
the programme in achieving 
positive pupil outcomes.’  
Programme to address adolescents’ 
school-related stress 
and anxiety delivered by an external 
athlete mentor. 
 
Six 90-minute workshops including 
psychoeducation, ‘Managing Me’ 
(positive self-talk; role of exercise; 
relaxation and visualisation) and 
‘Team YOU’ (final planning; support 
networks). 
  





focus groups with young 
people and 
interviews/ online 
surveys with staff. 
 
Recruited from six 
secondary schools  










“positively received by 
most pupils and 
resulted in positive 
outcomes such as 
reported reductions in 
examination-related 
stress and anxiety for 
some, and fewer pupil 
well-being referrals.”  
         
Chase et al., 
2006 
‘Evaluating school-
based health services 
to inform future 
practice Lessons from 
“Teen Talk” at 




‘To elicit the experiences 
and perceptions of service 
users and gather insights 
and perspectives from 
service providers involved 
in the project.’ 
Confidential drop-in service, ‘Teen 
Talk’, staffed by health practitioner 
and youth 
worker designed to support young 
people in addressing their health 
needs. 
  
Case study approach 
using questionnaires and  
interviews 










Not described “Teen Talk’ [was] 
greatly valued by 
pupils and staff, 
provided a unique 
service, good value for 
money. However, the 
evaluation identified 
important lessons in 
setting up and 
managing the project 
which can help refine 
the service.” 
         
 










Wales ‘To explore young people’s 
lived experiences of 
participating in a 




Programme’ designed to provide 
a ‘developmentally appropriate and 
supportive context where children 
and young people may develop 
social and emotional competencies’ 
 
Conducted by two external trained 
facilitators with 8–12 students 
per course  
Case study approach 
using observation and 
focus groups 





grounded theory”  
“Students’ 
identification for 
participation in the 
intervention and their 
reaction to the group 
composition may 
lead to harmful 
effects.” 





Study Title    Location    Aims   Intervention   Data Collection    Sample  Data Analysis   Key Findings  
Fox & Butler, 
2007   
‘If you don't want to 
tell anyone else you 
can tell her’: young 
people's views on 
school counselling’  
Not 
specified – 
England    
‘To assess the views of 
young people about school 
counselling.’  
One-to-one school counselling   
   
Qualitative design using 
survey and 
focus groups   
415 Year 7-11 students 
  
9 focus groups with 3-
10 young people 
in each  
  
Content analysis of 
open-ended survey 
responses, the 
transcripts of the 
focus groups were 
read many times to 
identify themes 
which were common 
across the groups  
Young people valued 




was important; concern 
that others would find 
out and reluctance to 
speak to a stranger 
were barriers to access  
         
 
Kendal et 
al., 2011   
‘The feasibility and 
acceptability of an 
approach to 
emotional wellbeing 






the Change Project’s 
feasibility and 
acceptability from 
perspectives of staff and 
students in those schools.’  
Guided self-help; goal-
focused interventions using 
behavioural and cognitive 
techniques; delivered by pastoral 
and teaching support staff  
  
Qualitative design using 
semi-
structured interviews   
23 students (aged 11–
16 years) and 27 
school staff  
Involved 
familiarisation with the 
data, coding, checking, 
summarising and 
charting (Ritchie et al., 




delivery modes were 
important to students. 
Organisational values 
influenced feasibility. 
   
Kendal et al., 
2014   
‘Student help seeking 
from pastoral care in 
UK high schools: a 




‘To explore perspectives 
on the Project by 
consulting students who 
had, and students who had 
not sought help, plus 
members of school staff.’  
Structured, low-intensity support 
for students who self-referred with 
anxiety, low mood and related 
difficulties, using the supported 
self-help model, delivered by 
teaching assistants and pastoral 
staff already based in the schools  
  
Qualitative design 
using interviews   
23 students (15 from 
KS3, 8 from KS4) and 
27 staff  
Data were organised 
using the ‘framework 
method’ and a thematic 
analysis was developed 
by the method of 
constant comparison 
and responsiveness to 




people from seeking 
emotional support 
within a school 
setting; help seeking 
could be encouraged 







et al., 2019   
‘Qualitative 
exploration of a 
targeted school-based 




England    
‘To qualitatively explore 
young people’s experience 
of learning mindfulness 
techniques in school, and to 
gain feedback on the 
mindfulness course from 
teaching staff who delivered 
the course to young 
people.’  
10-week mindfulness course 
delivered by either a teacher or 
teaching assistant  
  
Each session focussed on a distinct 
mindfulness skill, structured with a 
brief presentation to the students, 
with visual aids and 
practical demonstrations   
Qualitative design using 
semi-structured 
interviews and 
focus group  
16 young 
people aged 12-
15 interviewed  
  
3 staff attended 
focus group   
Inductive thematic 
analysis  
While young people 
felt that they had to 
take part, once they 
started 
the programme, they 
enjoyed it. However, 
the targeted approach 
of the intervention 
could lead to young 
people being 
stigmatised by their 
peers.  
  





Study Title    Location    Aims   Intervention   Data Collection    Sample  Data Analysis   Key Findings  
McKeague et 
al., 2018  
‘Exploring the 
feasibility and 












‘To investigate the 
feasibility and acceptability 
of the DISCOVER 
workshop programme.’  
DISCOVER ‘How to Handle Stress’ 
workshop programme, a self-referral 
school-based group intervention 
designed for stressed sixth form 
students, aimed to provide early 
intervention for adolescents with 
emotional difficulties, applying 
cognitive-behavioural strategies 
within a broad stress-coping 
paradigm, delivered by external 




structured interviews   
   
15 workshop attenders, 
9 non-
attenders, average age 
of 17  
  
10 members of staff    
  
Thematic analysis The delivery and 
evaluation of this 
intervention is 
perceived as feasible 
and acceptable. 
Students, including 
those from BME 
backgrounds, 
described the setting as 
suitable and reported 
that the workshop 
helped them.  
   
Prior, 2012  ‘Young people's 
process of 




Kingdom   
To elucidate the key 
features and stages of the 
help-seeking process as 
defined by young people 
accessing 
school counselling  
School counselling  Qualitative design 
using interviews   
Eight young people 
aged 13-17 years  
Thematic narrative 
analysis 
Highlights the complex 
process of engaging 
with school 





position of the 
counsellor; and the key 
role of facilitators in 
enabling young people 
to access counselling. 
   
Segrott et al., 
2013  
‘Creating safe places: 
an exploratory 




Wales ‘To explore the views of 
young people who had used 
the service in terms of 
acceptability and perceived 
outcomes.’  
  
‘Bounceback’ provided one-to-one 
sessions delivered by charity 
staff to Year 10-11 
pupils experiencing stressful 
situations.   
 
Distinctive from counselling, in 
terms of informality, the degree of 
control which pupils could exercise 
over the focus of sessions and 
practical help and advice (e.g. on 
employment), as well as 
emotional support  
Qualitative design 
using interviews   
5 members 
of Bounceback staff; 7 




Pupils reported high 
levels of acceptability 
and described 
relationships of trust 
with Bounceback staff.
   
Although pupils had 
choice about most 
aspects 
of Bounceback, teacher
s controlled access to 
it, partly in order 
to manage demand.   





Study Title    Location    Aims   Intervention   Data Collection    Sample  Data Analysis   Key Findings  
Spencer et al., 
2020  
A qualitative 
exploration of 14 to 
17-year 
old adolescents’ 
views of early and 
preventative mental 





‘To explore young people’s 
lived experience of 
emotional and psychological 
challenges, which can 
negatively impact upon their 
mental health in order 
to better inform the future 
development of school-
based mental health 
support.’  
Intervention not specified Qualitative design 
using semi-
structured interviews  
12 young people aged 
14–17  
Thematic analysis Young people want 
more regular and in-
depth mental health 
education, tailored 
levels of support in 
school and improved 
training for teachers.  
  
  




Approach to quality appraisal  
The applicability of quality appraisal in qualitative research is debated (Majid & 
Vanstone, 2018). Evaluating qualitative findings by extrapolating standards developed for 
quantitative research is inappropriate due to differing epistemological underpinnings of each 
approach (Williams, Boylan & Nunan, 2019). Instead, the utility of assessing concepts such as 
transparency, transferability (distinct from ‘generalisability’ described in quantitative research) 
and reflexivity has been outlined (Williams, Boylan & Nunan, 2019).   
A range of frameworks have been designed to facilitate quality appraisal of qualitative 
findings using these concepts. Studies identified through the search were subject to quality 
appraisal using the Critical Appraisal Skills Programme (CASP) qualitative checklist (CASP, 
2018) and refined by Long et al. (2020) as used in published qualitative reviews (Dornan et al. 
2021; Shankleman et al., 2021). Selection of this tool was informed by a review of existing 
qualitative quality appraisal tools (Majid & Vanstone, 2018). Long et al. (2020) introduced a 
new category to the CASP qualitative checklist considering whether a study describes its 
theoretical underpinnings in appraising quality. Long et al. (2020) further proposed organising 
subsequent synthesis of qualitative findings according to their quality rating, whereby studies of 
‘higher’ quality according to checklist criteria are given greater emphasis in the findings.  The 
refined CASP qualitative checklist (Long et al., 2020) is shown in Appendix A.  
Quality appraisal 
Overall, methodological quality of included papers varied according to the checklist 
criteria. Long et al. (2020) described decisions on “essential quality criteria” for inclusion in 
qualitative thematic synthesis as “necessarily subjective”. They did not recommend weighting 
CASP criteria or provide a ‘benchmark’ for categorising quality (Long et al., 2020). In the 




context of limited research in this area, most papers at least partially addressed a majority of 
CASP criteria, with notable limitations in describing theoretical underpinnings and reflexivity 
(Table 5). Despite these limitations, all 11 papers presented direct quotations in their results and 
were considered to be of sufficient quality to be included in the review. A colour-coded summary 
of the quality appraisal is shown in Table 5 and in full in Appendix B. 
SECTION A: LITERATURE REVIEW                             26 
 
 
Table 5  
































Cale et al., 
2020 
Yes Yes Yes Somewhat Somewhat Somewhat Somewhat Somewhat Somewhat Somewhat Yes 
Chase et al., 
2006 
Yes Yes Yes No Yes Somewhat No No No Somewhat Yes 
Evans et al., 
2015 
Yes Yes Yes No Somewhat Somewhat No Somewhat Somewhat Yes Yes 
Fox & 
Butler, 2007 
Yes Yes Yes No Somewhat Somewhat No No Somewhat Yes Yes 
Kendal et al., 
2011 
Yes Yes Somewhat No Yes Yes No Yes Somewhat Somewhat Yes 
Kendal et al., 
2014 
Yes Yes Somewhat Somewhat Somewhat Yes Yes Somewhat Yes Yes Yes 
McGeechan 
et al., 2019 
Yes Yes Somewhat No Yes Somewhat No Yes Somewhat Yes Yes 
McKeague et 
al., 2018  





Yes No Yes Somewhat Yes Yes Yes Yes Yes 
Segrott et al., 
2013 
Yes Yes Somewhat No Yes Yes No Yes Somewhat Yes Yes 
Spencer et 
al., 2020 
Yes Yes Somewhat Somewhat Yes Yes No Yes Somewhat Yes Yes 
Note. Adapted from Long et al. (2020) 
 




Aims and method 
Included studies clearly set out their research aims with the use of qualitative 
methodologies being appropriate to address these aims.  Each paper explicitly described 
exploring or eliciting the views and experiences of CYP but varied slightly in their focus. For 
example, McKeague et al. (2018) focused on assessing feasibility and acceptability of their 
workshop, whilst Kendal et al. (2014) focused on understanding barriers and facilitators to 
accessing help in schools.  These different emphases were important to recognise during the 
process of thematic synthesis.   
Research design 
Data were collected either using focus groups or interviews across all papers. Several 
studies did not explicitly justify the research design used, for example, by explaining why 
interviews were used over another form of qualitative design. 
Theoretical underpinnings 
All papers were limited in describing their theoretical underpinnings. Seven papers made 
no reference to their epistemological assumptions or guiding theoretical framework used. 
McKeague et al. (2018) described that data analysis was “not conducted from any particular 
theoretical standpoint” whilst Spencer et al. (2020) made reference to adopting a “theoretically 
flexible approach”. Cale et al. (2020) outlined their approach as “guided by constructivist 
grounded theory” despite using thematic analysis. Kendal et al. (2014) described an “analytic 
aim of interpreting the meaning and significance of data”. This was an area of limitation across 
papers and as a result it was not possible to assess how far the paradigm guiding the research was 
congruent with the qualitative methodology employed.  




Sampling and data collection 
Each paper used purposive sampling; however, the process of recruitment was described 
in varying detail. Some papers omitted a description of participant selection altogether. Several 
papers explained that CYP volunteered to take part but did not always address how they were 
approached and how the research was explained to them. Reasons behind CYP choosing to not 
take part were not explained. Consequently, it is unclear how far response bias may have 
affected findings as CYP with particularly negative or positive experiences may have been more 
likely to take part.  
Three papers described sampling a ‘cross-section’ of participants in terms of gender 
(Segrott et al., 2013), socioeconomic background (Spencer et al., 2020), and ethnicity 
(McKeague et al., 2018). Description of demographic characteristics varied. Each paper outlined 
the age range of their participants. Ethnicity of participants was described by five papers (Chase 
et al., 2006; Evans et al., 2015; McKeague et al., 2018; Prior, 2012, Spencer et al., 2020). Ten 
papers stated the gender of participants whilst Cale et al. (2020) did not. Some description of 
socio-economic status was provided by three papers in terms of free school meals status (Chase 
et al., 2006) and level of deprivation (Kendal et al., 2011; Spencer et al., 2020). Ranged reporting 
of demographic characteristics limits the extent to which the ‘transferability’ of qualitative 
findings beyond study settings may be considered (Korstjens & Moser, 2018).   
Data collection processes were also described in varying detail, from a brief explanation 
that “interviews with young people explored whether [the intervention] had helped them…” 
(Segrott et al., 2013), to a fuller account of how an interview schedule was developed and 
implemented, how participation was explained and set up and how data were recorded and 
handled (Spencer et al., 2020). An interview schedule/topic guided was explicitly provided in 




three papers (Kendal et al., 2011; Kendal et al., 2014; Spencer et al. 2020). In the absence of an 
interview/schedule/topic guide in other papers, it is not possible to ascertain precisely what CYP 
were asked and how this relates to stated findings.   
Reflexivity and ethical considerations 
Papers were notably limited in addressing author reflexivity. Six papers made no 
reference to the relationship between the researcher and participants. Two papers stated that the 
researcher was not involved in delivering the intervention being explored (McKeague et al., 
2018; Segrott et al., 2013). Two papers addressed the role of the researcher as a school 
counsellor and efforts made to mitigate this [e.g. use of a reflexive diary (Kendal et al., 2014; 
Prior, 2012.)] One paper acknowledged the role of the researcher in co-creating knowledge (Cale 
et al., 2020). Overall, it was unclear how researchers’ own backgrounds and assumptions may 
have impacted the process of data collection and analysis and therefore the integrity of findings.  
Ethical issues were at least partially addressed by nine papers and omitted by Chase et al. 
(2006) and Fox and Butler (2007). Nine papers stated that ethical approval was obtained from a 
relevant research ethics committee. Informed consent processes were referenced by five papers 
and described more fully in four papers.  
Issues around confidentiality were explicitly acknowledged in four papers (Fox & Butler, 
2007; Kendal et al., 2011; Kendal et al., 2014; Prior, 2012) and absent in seven. Two papers 
described offering debriefing following participation (Kendal et al., 2014; Prior, 2012).  
  




Data analysis and findings 
All papers used thematic analysis. A majority of papers described the analytic strategy 
adopted with sufficient clarity and detail to enable understanding of how themes were developed. 
One paper made no reference to data analysis employed (Chase et al., 2006). A range of 
inductive, deductive and narrative approaches were described. Several papers outlined measures 
taken for quality assurance, including multiple researchers being involved in data analysis and an 
explanation of how agreement was reached. All papers provided sufficient quotations from the 
data to support themes described, although this varied. The application of thematic analysis can 
vary due to the ‘theoretical freedom’ of the method, from essentialist to constructionist 
paradigms (Braun & Clarke, 2006). Since a majority of the papers omitted a description of their 
epistemological positioning, our understanding of how the data were analysed and the 
conclusions drawn is limited. Each paper provided a clear statement of findings in relation to the 
aims of the research. Papers largely acknowledged contrasting perspectives between different 
CYP and integrated these in their findings.  
Value of research 
The final criteria of quality appraisal when using the CASP checklist is to assess the 
value of contribution made by the research (Long et al., 2020). This includes determining 
whether findings further existing knowledge or understanding; if recommendations for future 
research or practice are offered; and whether the transferability of findings has been addressed. 
Each paper addressed at least one of these areas, most frequently highlighting the novelty of their 
findings or offering ideas for future research to build on findings. The limited extent to which 
findings were transferable to other populations was explicitly addressed in six papers, with 




references made to the exploratory nature of the research (Chase et al., 2006; Evans et al., 2015; 
Fox & Butler, 2007; Kendal et al. 2011; Kendal et al., 2014; Segrott et al., 2013).  
Approach to synthesis of findings  
Following quality appraisal, qualitative findings of the 11 studies identified through the 
search were thematically synthesised following steps outlined by Thomas and Harden (2008) as 
used in published thematic synthesis reviews (Bridges et al., 2010; Franco et al., 2015). 
First, data from the 11 studies were extracted and imported into NVIvo Qualitative Data 
Analysis Software. This included all reported findings/results sections of each study, and all 
direct interview quotations presented, as described by Thomas and Harden (2008).  
Papers identified as having fewer methodological limitations and greater relevance to the 
aims of the review were prioritised during the process of thematic synthesis, using a combination 
of direct quotations and authors’ interpretation of qualitative findings presented (e.g., Prior, 
2012; McKeague et al., 2018). Conversely, for papers that did not address issues of bias or 
sufficiently explain how data were analysed (e.g., Chase et al., 2006; Fox & Butler, 2007), only 
direct quotations were used in the thematic synthesis.  
Initially the data were coded using an inductive approach according to their meaning and 
content. An example extract of coded data is presented in Appendix C. Only data pertinent to the 
aims of this review were analysed.  Where studies included adult participants, such as staff or 
parents, only data from CYP participants were analysed. Line-by-line coding was used to 
generate overarching themes and subthemes in line with the review question. Themes developed 
were reviewed by the research supervisors. To ensure the reliability of the coding procedure 
used, a fellow trainee clinical psychologist familiar with thematic analysis methodology was 




asked to match a randomly organised sample of sub-themes into themes. This resulted in inter-
rater agreement of 100%. 
Synthesis of findings  
Three overarching themes were developed: impact of school context, intervention factors, 
and young people factors. Each theme describes barriers and facilitators to targeted mental health 
and wellbeing interventions being provided in schools as experienced by CYP. A full description 
of themes developed with example quotations is presented in Appendix D. Synthesised findings 
are described below, with subthemes highlighted in bold.  
Theme 1: Impact of school context 
The theme ‘impact of school context’ described how factors inherent to the school 
context informed how young people felt about interventions being provided in this setting.   
The impact of school as a venue for intervention was described in five papers. Some 
CYP felt that school was a familiar and comfortable setting for intervention (“It was quite good 
doing it in school, ‘cause we’re all comfortable with our surroundings” – McKeague et al., 
2018). Conversely, other CYP voiced concerns that the public nature of the school setting might 
compromise confidentiality (“[expressed] concern that privacy and confidentiality might not be 
fully assured in the school setting” – McKeague et al., 2018).  To mitigate this, a need for the 
location of intervention within schools to be both discreet (“People don’t actually see you going 
into the room…Yes, they do, it’s on the Year 9 corridor!” – Fox & Butler, 2007) and easily 
visible/accessible was apparent (“It needs to be easy to find and pupils need to be told where it 
is” – Fox & Butler, 2007). 




A need to balance competing demands within the school day was described by four 
papers. Attending interventions necessitated missing lessons and other timetabled commitments. 
This was perceived negatively as disruptive by some CYP (“They took us out of lessons, that 
you kind of needed to be in, working towards the exam” – Cale et al., 2020) and positively as a 
welcome break from the school day by others (“I loved it!...It just really helped me like, having a 
break from school, for what was a positive thing” – Cale et al., 2020). In the context of an 
already busy school day, some CYP felt that the required time commitment was too great to 
engage with intervention ("Students did not feel able to give up the amount of time that was 
required" – McKeague et al., 2018).  
The profile of interventions within school community was discussed in five papers. 
Poor awareness of support available within schools was described. To remedy this and improve 
uptake, calls to promote interventions to CYP were made ("Participants felt it was important 
that the availability of support should be better advertised" - Spencer et al., 2020). 
Theme 2: Intervention factors 
The theme ‘intervention factors’ described the impact of how interventions are 
introduced and delivered within schools. 
Referral processes were discussed in seven papers. CYP spoke favourably about the 
value of self-referral in promoting engagement ("Students spoke in favour of the self-referral 
route...most acted independently prompted by awareness of personal need combined with 
publicity in school" – Kendal et al., 2011). Promoting choice and a sense of agency fostered 
openness to help-seeking and provided CYP with a sense that support was available to them (“If 
someone notices something, then a teacher can approach them. Not force them into, because that 
would cause stress, but just let them know, "you've got support here, if you want it, it’s yours" – 




Spencer et al., 2020). Support from a trusted adult was further described in supporting CYP to 
engage where they felt unsure about what an intervention might involve (“Backing from Mrs 
Smith [that helped me go]. I didn’t actually know what to expect really"  – Prior, 2012).  
Where CYP were identified for intervention rather than self-referring, both unhelpful 
consequences and a positive impact of this were described. Some CYP felt that being targeted 
meant that they were thought of as struggling (“We thought we were being picked on because we 
were like, stupid" – Cale et al., 2020) whilst others felt dismissed by their school (“Jayden: They 
want us out. Neil: They want us out of lessons anyway" – Evans et al., 2015). For some CYP, a 
consequence of being targeted was that they felt engagement was compulsory (“Many of the 
young people interviewed felt like they had no choice but to take part" – McGeechan et al., 
2019). However for others, being identified for intervention enabled CYP to feel ‘seen’ and that 
intervention presented an opportunity for their needs to be met (“Faye said she felt lucky and 
special to have been chosen” – Evans et al., 2015).  
Perspectives on whether interventions should be facilitated by internal school staff or 
external professionals were discussed in seven papers. Teaching staff occupying a dual role in 
facilitating intervention was experienced as problematic. CYP felt uneasy at the prospect of 
being supported by teachers (“if they were your counsellor as well, you would feel a bit 
uncomfortable" – Fox & Butler, 2007) and described a wariness about disclosing personal 
information to staff. Instead, a preference to share information with non-teaching staff was 
described (“I enjoy it because it’s not a teacher, so you can tell him more...like, you can have an 
actual conversation with him” – Cale et al., 2020). A perception that professionals are external to 
the school supported CYPs’ trust in confidentiality ("the counsellor's separateness was a key 




factor in her decision to engage" - Prior 2012). Relatedly, external professionals were described 
as having expertise “…where other school staff are not always equipped" (Prior, 2012).  
Ideas on the timing of intervention were described in three papers.  Some CYP felt that 
interventions should be offered early in secondary school to prevent difficulties from escalating 
(“It was important that support should be offered to young people at an early stage" – Spencer et 
al., 2020). It was also important that interventions were planned around timetable constraints. 
Close proximity to exams was identified as being particularly unhelpful ("Young people 
expressed concerns over their timings and particularly their proximity to examinations"  – Cale 
et al., 2020). 
Theme 3: Young people factors 
The theme ‘young people factors’ described how attitudes and perceptions held amongst 
CYP impacted engagement with school-based intervention. 
The role of stigma was present in seven papers. Self-stigma was described as one ‘risk’ 
that prevented CYP from accessing intervention (“there was a clutch of risks that had to be 
considered, including feeling inadequate for needing help” – Kendal et al., 2014). Anticipatory 
fear that help-seeking would come at some cost by risking exposure and judgement from 
others was also described (“Stigmatisation concerns loom large as [CYP] consider what other 
people might think if they discovered the young person was in counselling” – Prior, 2012).  
How far CYP perceived a need to engage with intervention was also important in four 
papers. Some CYP reported that if they were experiencing difficulties, they would not recognise 
school as a potential source of support, but rather would turn to friends and family, or manage 
independently (“[CYP] reported feeling able to cope with stress by themselves” – McKeague et 




al., 2018). Conversely, openness and interest in receiving school-based support was also 
identified. Some CYP described experiences of long-waiting lists for support and a perception 
that if more of their peers were aware of support available, it would be taken up (“If my mates 
knew about that project they might go to it” – Kendal et al., 2014).  
Finally, the impact of peers’ responses to CYP accessing school-based support was 
highlighted. Varied experiences of indifference ("young people felt that others simply would not 
care whether they were doing it or not" – McGeechan et al., 2019), to jealousy (“They were like 
jealous but they had no clue what it was about” – McGeechan et al., 2019), and curiosity were 
reported ("It’s during lesson time and they want to know why you’re going out" – Fox & Butler, 
2007).  
Themes identified through the thematic synthesis can be understood as inter-related 
processes that impact each other.  A figure illustrating this interaction is presented below.  
Figure 2 
Interaction of themes  








The following examples are used to illustrate how these processes interact. If the venue 
of the intervention is public and exposing, a CYP’s fear of exposure and judgement may be 
Impact of school 
context 
Young people      
factors 
Intervention factors  
(Non)Engagement 




greater. If a CYP experiences self-stigma related to help-seeking in this situation and is part of a 
peer group in which mental health difficulties are stigmatised, their likelihood of self-referring 
for intervention may be compromised. Furthermore, if the intervention is provided by a teacher 
in the school, fear of exposure and judgement may be greater, making it increasingly unlikely 
that the CYP will engage.  
Conversely, if the venue of intervention is considered to be sufficiently discreet, CYPs’ 
fear of exposure and judgement may be minimised, promoting engagement. This engagement 
will be further supported if the intervention is provided by an outsider to the organisation 
promoting a sense of confidentiality, and if the peer group are experienced by the CYP as being 
envious of the opportunity.   
In considering the relationship between these processes, ‘young people factors’ could be 
hypothesised as most important in underlying engagement. For example, if a CYP does not 
perceive a need for intervention or experiences significant self-stigma that prevents them from 
disclosing their difficulties, working at the level of making adaptations to the school context and 
how interventions are delivered may not be sufficient to promote engagement.  
Discussion 
Review findings 
This review explored qualitative research on CYPs’ views and experiences of targeted 
mental health and wellbeing interventions being provided in schools. This was achieved by 
performing a systematic literature search, quality appraisal and thematic synthesis.  The 11 
included papers gave rise to three overarching and interacting themes: impact of school context, 
intervention factors, and young people factors. Key findings are discussed with reference to 




existing literature.  Next, implications for practice and research are proposed. Finally, strengths 
and limitations of the review are considered. 
Impact of school context  
Locating provision within the school context was received positively by some CYP, 
while others expressed concern, highlighting practical issues. This was in line with findings of 
related reviews describing the impact of logistical difficulties on school-based implementation, 
such as timetabling constraints and lack of appropriate private, clinical space (Gee et al., 2021; 
Paulus et al., 2016). Differing perspectives on the acceptability of school-based provision were in 
line with existing findings that CYP can be apprehensive about engagement (Gronholm et al., 
2018) but for some, school-based support is experienced as less stigmatising than ‘conventional’ 
clinic-based services (Gee et al., 2021).  The need to promote awareness of support available 
within schools also echoed existing findings that CYP want more information about mental 
health, services available, and what to expect from them (Plaistow et al., 2014).  
Intervention factors  
Positive perceptions of self-referral linked to findings highlighting the importance of 
facilitating access to support on CYPs’ own terms (Plaistow et al., 2014). Indeed, allowing CYP 
to self-select may mitigate the negative impact of being selected for intervention, which was 
sometimes experienced as undermining or dismissive in findings of this review. This tension has 
been described to continue throughout the process intervention, where CYP describe valuing 
their self-reliance being fostered, but find that this can be at odds with the lived experience of 
accessing services (Plaistow et al., 2014).   




A role for teaching and school staff identified in supporting CYP to engage with 
intervention was consistent with the ‘gateway provider model’ described by Stiffman et al. 
(2004). This model focuses on the role of a ‘gateway provider’ in identifying need.  It states that 
the more knowledge of mental health and available resources a ‘provider’ has, the more likely 
they are to signpost for intervention.  However, a lack of confidence and identity conflict 
amongst school staff in supporting mental health need has been described (Graham et al., 2011). 
Consequently, school staff should be supported to become familiar with what is available in 
schools and recognise CYP who may benefit from intervention, as far as they perceive this to be 
their role (Reinke et al., 2011; Rothì et al., 2008).  
Promoting a sense of choice for CYP through discussion was important in this review. 
Adolescence has been characterized as a life-stage marked by the development of autonomy 
(DiClemente et al., 1996). However, as CYP strive for independence, maintaining some 
dependence on others for help during this life-stage has been associated with “significant 
positive implications for later independent functioning in adulthood” (Szwedo et al., 2017).  It is 
important that professionals are sensitive to this tension in approaching CYP. This supports the 
findings of Gronholm et al. (2018) where value of informal discussion without immediate 
pressure to engage was described by CYP. To further develop trust, Gronholm et al. (2018) 
highlighted the need to be explicit about how privacy and choice would be protected during 
intervention. A qualitative study exploring young men’s experiences of accessing CAMHS 
described the role of an adult, such as parents and teachers, in recognising, normalising, and 
initiating help-seeking. Professionals adopting a ‘developmentally sensitive approach’ and 
treating young men as equals – “they don’t talk down to you” - was also important to 
engagement (Hassett & Isbister, 2017). These interactions could be viewed as fostering self-




determination, where greater perceived autonomy (feeling our actions are self-determined), 
relatedness (feeling supported in relationships) and competence (feeling able to manage 
situations) promote motivation and engagement (Deci & Ryan, 1985).  
A preference to engage with external facilitators was in line with findings that 
interventions delivered by internal school staff may not be as effective as those delivered by 
external professionals (Gee et al., 2020). However, it is acknowledged that internally delivered 
interventions may be more sustainable and cost-effective over time than those depending on 
external facilitation (Gee et al., 2020).  Additional challenges associated with mental health 
professionals delivering interventions in schools include integration within the school 
community and establishing clear communication channels (Gee et al., 2021).  
Child and young people factors  
Findings on the impact of stigma on help-seeking and engagement resonated with those 
described by Gronholm et al. (2018) and Radez et al. (2020). Self-stigma (seeing help-seeking as 
a sign of weakness and a poor reflection of personal character) and anticipated embarrassment 
about being ‘found out’ were identified as important barriers to engagement in these reviews. 
Clement et al. (2015) further identified that CYP may be disproportionally deterred from help-
seeking as a consequence of stigma compared to their adult counterparts, further highlighting the 
importance of addressing this within school communities.  
Low perceived need for intervention described by some CYP could be understood by 
drawing on findings suggesting that CYP prefer to rely on themselves rather than seek 
professional help (Radez et al., 2020). Furthermore, CYP may not perceive that their difficulties 
warrant support, or may prefer to rely on informal support networks, including family and 
friends (Radez et al., 2020; Reardon, et al., 2019). This finding corresponds with the ‘cycle of 




avoidance’ developed by Biddle et al. (2007). This cycle proposes that CYP often view their 
psychological difficulties as ‘normal’ and not requiring intervention. This view normalises 
experiences of distress even in the context of escalating difficulties. Consequently, the threshold 
for help-seeking continually shifts. This threshold is ‘crossed’ as a result of experiencing crisis or 
the intervention of another.  
The impact of peers in this review was consistent with findings of Gronholm et al. (2018) 
who described a range of hostile peer reactions, from perceived judgement to overt instances of 
bullying, impacting engagement. Our understanding of the impact of peers could be developed 
using the ‘network episode model’, which outlines how an individual’s social and cultural 
context impact their help-seeking behaviour, rather than behaviour occurring in isolation 
(Pescosolido, 1991). This model proposes that individuals come to understand their difficulties 
through the responses of others. Social networks have the power to support or inhibit an 
individual’s engagement with support depending on their assumptions and beliefs. This is 
especially important in the Western context of increasing importance of peers during adolescence 
(Ciranka & Wouter van den Bos, 2019). 
Clinical implications 
Practical recommendations 
Ensuring the location of intervention is discreet yet accessible and minimising disruption 
to the school day and calendar was identified as important to CYP. Gee et al. (2021) also 
recommended ensuring that sessions are contained within one class period and allowing for 
breaks in the delivery of interventions around exam periods. 




Combining the option for self-referral with support from trusted adults could support 
engagement. Delivering interventions through non-teaching staff or external professionals as 
possible is also recommended to promote acceptability. Where school-based staff are involved in 
signposting or delivering interventions, high-quality training and ongoing support is indicated 
(Gee et al., 2021). Schools should also promote awareness of available interventions across the 
school community.  
Furthermore, adapting implementation practices based on feedback from CYP would 
help to overcome barriers to engagement described and ensure that services meet their needs 
(Plaistow et al., 2014). Involving CYP in local implementation planning would also promote 
their sense of being valued stakeholders.  
Promoting engagement 
Bordin (1979) conceptualised therapeutic alliance as consisting of three parts: goal 
agreement, task agreement and bond. Bordin (1979) proposed that therapeutic alliance is strong 
when: i) a shared understanding of goals for intervention has been established, ii) a plan for how 
these goals will be met has been agreed, and iii) a ‘bond’ is formed from trust and confidence in 
the approach taken. Schools could harness this model in fostering therapeutic alliance with CYP. 
Goal agreement could be promoted by providing intervention to CYP who explicitly perceive 
need for this and agree that support of this nature could be meaningfully help to them. Targeting 
CYP for intervention such that they feel obliged to participate is not conducive to genuine 
engagement. Indeed, the potential for iatrogenic labeling resulting from targeted school-based 
intervention has been cautioned (Bierman, 2003; Coppock, 2010). CYPs’ wishes to manage their 
difficulties independently or rely on support from informal networks should be respected. 
Schools could promote task agreement by ensuring that the proposed delivery and format of 




interventions is acceptable to CYP, including their willingness to miss lessons and the venue of 
intervention. Finally, schools could promote a ‘bond’ by aligning themselves alongside CYP, 
listening to and validating their concerns, and developing their confidence in the privacy of 
interventions as described earlier.  
Targeting stigma 
A need to address stigma experienced as a barrier to intervention was evident in findings. 
However, a systematic review of school-based interventions targeting stigma around mental 
health difficulties found no strong evidence that such interventions are effective for CYP 
(Mellor, 2014). Consequently, further work is required to establish how to address the complex 
phenomenon of stigma at individual, organisational and community levels (Mannarini & Rossi, 
2019).  
Research implications  
The richness of findings synthesised in this review demonstrates the value of 
foregrounding the voices of CYP in research. Studies exploring CYP’s experiences of receiving 
school-based provision are relatively scarce indicating need for further research to explore 
acceptability (Gee et al., 2021). It is also important that future research investigating the 
effectiveness of targeted school-based interventions should incorporate service user perspectives 
in their evaluation. This would allow for exploration of how interventions are experienced in 
context. Augmenting randomised controlled trials with a qualitative evaluation would also reveal 
insight into which aspects of intervention are most acceptable to CYP and where adaptations are 
needed to improve outcomes (O’Cathain et al., 2013). Indeed, although the ‘hierarchy of 
evidence’ (Evans, 2003) privileges quantitative data from experimental conditions, if factors 




impacting engagement are not understood, the effectiveness of interventions in real world 
conditions will remain limited.  
Given the importance of context highlighted by this review’s findings, future research 
should focus on exploring the implementation of novel school-based interventions and 
identifying factors that facilitate and impede school-based delivery. Research could also focus on 
how to adapt interventions across different school settings. Whilst protecting the principles 
underlying manualised intervention, developers should consider and outline ways that the 
materials and format used could be adapted to promote acceptability (Malti et al., 2016).   
In this review, it was not possible to determine how far themes identified might apply to 
CYP of different protected characteristics. Studies varied in their reporting of participant 
demographic characteristics and did not differentiate between participants in reporting their 
findings. It is important that future research works to establish how different CYP perceive 
school-based intervention and how they may be differentially impacted by stigma. For example, 
CYP who identify as lesbian, gay, bisexual or transgender are understood to often experience 
stigma in the school context (Carlile, 2020). It is currently unclear how this impacts the 
acceptability of school as a context for intervention in this group.  
Findings from papers included in this review did not specifically address how CYP view 
individual versus group formats of targeted interventions. Establishing how these formats impact 
stigma and uptake would be helpful to guide future implementation. Lastly, the views and 
experiences of primary school-aged children were not explored, warranting further investigation.  




Strengths and limitations 
It is important to acknowledge the potential impact of editorial constraints of publishing 
journals on what was reported in each paper included in this review. This may bias the process of 
appraising research quality. For example, the journal ‘Child and Adolescent Mental Health’ 
(which published several papers included in this review) stipulates a word count of 5,500 words. 
This is in contrast with the ‘Journal of Public Health’, which published one paper included in this 
review, and has a word count between 2,000-3,000 words. These constraints may limit how 
much detail authors are able to report, impacting quality ratings. However, after reviewing 
guidance for each publishing journal used in this review, a relationship between quality and 
editorial constraints was not observed.  
Qualitative quality appraisal checklists have been critiqued for adopting a “broad brush 
approach to qualitative research as a whole” with little differentiation between methodologies 
(Williams et al., 2021). Augmenting use of the CASP checklist (Long et al., 2020) with a tool 
developed for assessing quality in thematic analysis (e.g., Braun & Clarke, 2020) may have 
allowed for more specific quality appraisal.  
Additionally, although efforts were made to prioritise methodologically robust papers, it 
is important to acknowledge that the thematic synthesis conducted involved re-interpreting 
authors’ interpretation of their findings. This may have introduced the potential for bias in the 
review process in addition to possible bias pre-existing in the primary research (Thomas & 
Harden, 2008). To mitigate this, use of direct quotations was prioritised. Papers also varied in 
their direct applicability to the aims of this review, resulting in some papers contributing more 
data to the thematic synthesis than others. 
 




Despite these limitations, to the author’s knowledge this review represents the first 
qualitative synthesis of research into CYPs’ experiences of targeted interventions in being 
provided in schools. This process facilitated the identification of overlapping themes between 
individual papers included, providing new understandings of the data and improving the 
transferability of qualitative findings discussed.  
Conclusion 
Increased concern around the mental health and wellbeing of CYP has resulted in schools 
being promoted as settings in which to provide support (Department for Education, 2016). In the 
context of a limited evidence-base, a need to improve our understanding of how CYP perceive 
school-based provision has been described (Day et al., 2006). This review explored views and 
experiences of targeted mental health and wellbeing interventions being provided in schools 
amongst CYP in the UK. A thematic synthesis of 11 papers identified how factors inherent to the 
school context, the manner in which interventions are introduced and delivered, and attitudes and 
perceptions held by CYP shape the acceptability of school-based provision. To facilitate 
engagement, schools should adapt their practices to address practical concerns, promote choice 
and agency, and guarantee confidentiality.  The complex task of addressing stigma associated 
with help-seeking is also an important future endeavour. The voices of CYP should be privileged 
in research and practice moving forwards, to promote school-based provision that is acceptable 
and responsive to their needs. 
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Background: New school-based practitioners have been introduced to provide targeted mental 
health interventions in schools. This research aimed to explore the implementation of this new 
workforce and identify factors that facilitate and impede their work to support the initiative’s 
continued roll-out. Method: A three-round Delphi method was used. Thematic analysis of first-
round questionnaire data informed the development of a second-round questionnaire that was 
completed by school-based practitioners (N = 17), their supervisors (N = 10), and school staff (N 
= 13). A third-round questionnaire was used to finalise consensus within and between groups. 
Results: Overall, consensus was high. Results highlighted the importance of developing 
relationships and shared understandings of the initiative in schools, and the need to overcome 
practical issues to create conditions that facilitate successful working. Participants agreed that a 
greater range of low-intensity interventions should be offered. A tension between prioritising 
quality of service and equality of access was also identified. Conclusions: Findings demonstrate 
the need to facilitate dialogue between local collaborators to recognise and resolve issues 
together in supporting implementation. To promote sustainability of this workforce, it is crucial 
that resources invested in recruiting and training practitioners are matched by measured, strategic 
thinking. 
Keywords: implementation, mental health, multi-agency, school-based, targeted  
 
  





Mental health in children and young people  
The profile of children and young peoples’ (CYP) mental health has increased in recent 
years (Collishaw, 2015). A marked increase in reporting of mental health difficulties amongst 
CYP has been observed in developed countries over the last two decades (Pitchforth et al., 2019). 
In the United Kingdom (UK), an estimated one-in-eight CYP meet current diagnostic criteria for 
a mental health difficulty (Vizard et al., 2018).  
A range of issues have been proposed to account for increased mental health difficulties 
in CYP, including social media usage, school pressures, the impact of living under austerity, and 
the medicalisation of emotional distress (Bell et al., 2019). However, evidence supporting such 
hypotheses is limited and it remains unclear whether a real increase has been observed, or if this 
could be better explained by elevated presentation and increased use of diagnosis for CYP 
(Gunnell et al., 2018).  Concern around the mental health of CYP has also been characterised as 
a ‘moral panic’, bolstered by mainstream media commentary, where public anxiety in response 
to perceived societal threat has resulted in narratives of this generation being ‘in crisis’ (Bell et 
al., 2019).  
Irrespective of whether rates have been inflated, mental health difficulties are recognised 
to negatively impact individual development throughout the life course if left untreated (Rocks et 
al., 2020). Poor mental health in childhood has been associated with a range of adverse outcomes 
including educational underachievement, relationship difficulties, and poorer physical and 
mental health into adulthood (Clayborne et al., 2019). 
  




Access to specialist support  
In the UK, approximately a quarter of CYP who report mental health difficulties access 
specialist Child and Adolescent Mental Health Services (CAMHS) within the National Health 
Service (NHS) (Department of Health & Social Care, 2015). Barriers to access include limited 
knowledge of mental health, sources of support available and how to access them. Structural 
obstacles include long waiting lists and lack of time to attend appointments (Radez et al., 2020).  
The UK Government’s ‘Future in Mind’ report pledged to increase access to evidence-
based support (Department of Health & Social Care, 2015). A central recommendation focused 
on the role of early intervention, in which the timing of support is considered crucial in promptly 
address emerging concerns before they escalate and lead to adverse outcomes (McGorry & Mei, 
2018). The subsequent ‘Five Year Forward View for Mental Health’ highlighted the need to 
address inequalities in access to healthcare provision (Mental Health Taskforce, 2016). Early 
intervention for childhood mental health difficulties has been described as “the most effective 
social investment any government could make from both economic and ethical perspectives” 
(Fonagy & Pugh, 2017). However, the current policy agenda has been critiqued for adopting “a 
biological framing of psychological distress” that locates mental health difficulties within 
individuals and overlooks the role of socio-economic context and structural inequalities that 
shape psychological distress (Callaghan et al., 2017; Glazzard & Stones, 2021).  
The role of schools 
In the UK, mental health support has traditionally been delivered within NHS settings 
(Gee et al., 2020). However, schools have been promoted as appropriate settings to provide 
intervention in recent years (Department for Education, 2016). Schools play a formative role in 




child development beyond formal education, including cognitive development, building peer 
relationships, and learning emotional regulation skills (Fazel et al., 2014).  
Approaches to mental health in schools can include preventative (usually delivered across 
a school or class [e.g., resilience building curriculum ‘Friends for Life’ (Higgins & O’Sullivan, 
2015)] and targeted interventions (for CYP identified as in need of help). Interventions can be 
delivered internally by school staff, or by external professionals attending schools (Fazel et al., 
2014). Locating services within schools is proposed to increase accessibility of support for 
groups who have not traditionally accessed specialist CAMHS (Wolpert et al., 2013), including 
ethnic minority CYP (Cummings et al., 2010). School-based intervention is also proposed to be 
more convenient than attending community clinics (Wolpert et al., 2013). However, targeted 
support in schools can be experienced as stigmatising by CYP (Gronholm et al., 2018). There 
have also been calls to limit demands placed on schools and ensure that staff are not taken away 
from their core responsibilities whilst facilitating interventions (Glazzard & Stones, 2021; 
O’Reilly et al., 2018). 
Over the last two decades, various initiatives have been piloted, including ‘Targeted 
Mental Health in Schools’ (TaMHS) in the UK. TaMHS used external practitioners to provide 
evidence-based interventions to CYP in small group and individual formats (Wolpert et al., 
2013). Schools benefitted from embedded specialist support but identified the need for a 
‘common language’ to bridge the gap between the different working practices of health and 
education, and the initiative did not secure permanent funding (Wolpert et al., 2013).  
Introducing Children’s Wellbeing/Education Mental Health Practitioners  
Most recently, funding for new school-based practitioners was announced (Department of 
Health & Social Care & Department for Education, 2017; Department of Health & Social Care, 




2018). Part of the national Children and Young People’s Improving Access to Psychological 
Therapies (CYP-IAPT) initiative, Children’s Wellbeing Practitioners (CWPs), and Education 
Mental Health Practitioners (EMHPs) deliver targeted low intensity guided self-help (GSH) 
interventions to CYP and parents (Health Education England, 2020). 
CWPs were first to receive funding from Health Education England (HEE) and are 
trained to work in Tier 2 CAMHS (community-based teams providing early help and targeted 
interventions) and school settings. EMHPs, part of Mental Health Support Teams (MHSTs), 
have separate funding from HEE and work exclusively in schools. EMHPs work alongside senior 
practitioners in MHSTs, with a designated internal mental health lead also being introduced in 
each school.  
Representing significant investment, this workforce is intended to be rolled-out to a 
quarter of the population by 2023, with 8,000 additional practitioners supporting schools in the 
long-term (Department of Health and Social Care & Department of Education, 2017). CWPs and 
MHSTs were introduced as an adjunct to specialist CAMHS with an aim to develop integrated 
services best serving need. CWPs/EMHPs can refer to specialist CAMHS where needed (Health 
Education England, 2020). 
CWPs/EMHPs use cognitive behavioural therapy (CBT) based interventions with 
secondary school-aged young people experiencing mild to moderate anxiety and depression. 
They also provide parent-led interventions for primary school-aged children experiencing mild to 
moderate anxiety or behavioural difficulties (NHS England, 2016). Developing novel coping 
strategies through such interventions has been found to improve poor self-efficacy implicated in 
the maintenance of mental health difficulties (Garnefski et al., 2002; Heyne et al., 
2011; Parto & Besharat, 2011). More specifically, behavioural mechanisms in GSH interventions 




include promoting exposure over avoidance for anxiety, and activation over withdrawal for 
depression (Peris et al., 2015). Cognitive mechanisms include reducing ‘thinking errors’ 
implicated in the maintenance of common mental health difficulties through cognitive 
restructuring techniques (Shirk et al., 2013).  
Evidence for targeted school-based intervention  
A recent meta-analytic review demonstrated that externally delivered school-based 
interventions can be effective in helping CYP experiencing anxiety or depression post-
intervention; however, there was a lack of evidence on whether changes are maintained longer 
term (Gee et al., 2020). Interventions delivered by internal school staff did not demonstrate 
effectiveness (Gee et al., 2020).  
A further review across primary and secondary schools found ‘‘moderate positive effects 
for treatments administered in school settings” and concluded that good outcomes occur when 
practices are implemented effectively (Paulus et al., 2016). However, evidence-based 
interventions are often not adopted and sustained successfully, in part because the context in 
which they are implemented is not sufficiently considered (Proctor et al., 2009).  
A focus on implementation  
‘Implementation science’ (IS) has developed to understand how to translate the benefits 
of evidence-based interventions to real world settings (Bhattacharyya et al., 2009). Studying 
implementation requires an understanding of the social context in which an intervention is 
implemented, and examination of the ‘technical resources’ and conditions that support successful 
execution (Rojas-Andrade & Bahamondes, 2019). Key outcomes examined through IS research 
include ‘acceptability’ (defined as a perception among stakeholders that an intervention is 




agreeable or satisfactory), ‘feasibility’ (the extent to which an intervention can be successfully 
carried out within a specific setting), ‘fidelity’ (the degree to which an intervention can be 
implemented as prescribed in the original protocol), ‘penetration’ (the integration of a practice 
into a specific setting and its subsystems), and ‘sustainability’ over time (Proctor et al., 2011).  
Early research investigating the feasibility of providing low intensity interventions (LIIs) 
in schools indicated good acceptability to CYP (Pass et al., 2018). This is significant, as 
acceptability has been identified as the most important factor in determining whether school-
based interventions achieve clinically significant outcomes (Rojas-Andrade & Bahamondes, 
2019).  
Gee et al. (2021) reviewed factors that influence successful implementation of targeted 
mental health interventions in schools. Intervention characteristics, organisational capacity, 
technical assistance, and community-level factors were found to impact implementation. The 
review highlighted the importance of addressing logistical challenges inherent to the school 
context in creating conditions that enable interventions to be delivered with fidelity. A need to 
align the priorities of healthcare and education systems was also emphasised (Gee et al., 2021).  
Rationale and aims   
The introduction of CWP/EMHPs in schools is being evaluated locally in implementer 
sites and by training organisations. In line with CYP-IAPT principles, this evaluation 
predominantly focuses on measuring intervention effectiveness using goal-based and clinical 
outcomes. A broader exploration of the implementation of this new workforce, incorporating the 
perspectives of a range of stakeholders involved, has not been undertaken. 




Supporting stakeholders to agree on what to prioritise is important to promote successful 
implementation (Stephan et al., 2007). It is important that practical issues are addressed to 
support integration with schools and promote sustainability. Previous interventions, such as 
TaMHS, were limited in their under-exploration of how differing priorities between healthcare 
and education systems impacted the dynamic process of implementation (Lyon & Bruns, 2019).  
Building on the work of Gee et al. (2021), this project aims to explore different 
professionals’ experiences of CWP/EMHP implementation in schools and identify areas of 
agreement and disagreement between stakeholder groups. Specifically, it will ask: What is 
helpful about this way of working? What is challenging about this way of working? Based on 
this, what improvements could be made? Developing an understanding of CWPs/EMHPs in 
context and identifying factors that facilitate and impede their work in schools is key in 
supporting the continued roll-out of this initiative, especially given the significant investment 
and opportunity to increase access to support that it represents. 
This research relates to the NHS value of commitment to quality of care by investigating 
how CWP/EMHP implementation could be optimised. By incorporating the perspectives of 
stakeholders across healthcare and education, it also relates to working together for patients.  
Method 
Design  
This study used Delphi methodology to elicit the opinions of three groups of stakeholders 
with direct experience of CWP/EMHP implementation in schools. The Delphi method was 
developed to incorporate the perspectives of multiple expert groups, based on the assumption 
that group judgements are more valid than those of individuals (Dalkey & Helmer, 1963). It uses 




sequential ‘rounds’ of data collection and feedback to develop consensus on a given topic 
(Linstone & Turoff, 1975). The method elicits and structures views and opinions without the 
need for face-to-face focus groups (West, 2011). The Delphi method is commonly used in areas 
where little evidence currently exists (Minas & Jorm, 2010). It has previously been used in 
healthcare research to inform policy, guidelines and service planning (Jorm, 2015), including 
CAMHS provision and service design (Howarth et al. 2019; Sayal et al. 2012).  
As with previous Delphi method research (e.g. Langlands et al., 2008), the current study 
employed three rounds of online questionnaires. Qualitative and quantitative data were collected 
across the consensus-building process. In round 1 (R1), qualitative data were collected and 
developed into statements. At round 2 (R2), participants were asked to rate their level of 
agreement and disagreement with each statement. In round 3 (R3), participants were shown how 
their responses compared to others at R2 and were invited to re-rate their agreement or 
disagreement on a sub-set of remaining statements. This final round aimed to reach consensus 
between participants and clarify areas of divergence between groups (Hasson et al., 2000). 
Participants were also asked to choose the three statements they considered to be most 
important at the end of R2 and R3, as it was anticipated that there could be high levels of 
agreement on some statements across groups. This addition was made in the light of Mullen’s 
(2003) recognition that the Delphi method can be applied flexibly and can be guided by the aims 
of the research. 
Service user consultation 
During study development, the researcher consulted a group of ‘Young Champions’ 
(experts by experience) at a national charity. The group was presented with the research proposal 
and accompanying study materials. The group offered suggestions on how to improve readability 




of the participant information sheet. They praised the anonymous nature of Delphi methodology 
in facilitating honest sharing of opinions and experiences, and commented on the timely nature 
of the proposed study.  
Recruitment 
This study defined ‘experts’ as those with direct experience of CWP/EMHP 
implementation in schools in one of three roles: 1) as a CWP/EMHP; 2) as an NHS staff member 
supervising CWPs/EMHPs; or, 3) as a school staff member hosting and liaising with a 
CWP/EMHP (school link worker (SLW)).   
A purposive sampling strategy was used to recruit participants in two NHS sites in south 
east England. Both sites were 2018/19 MHST ‘Trailblazer’ areas. The first site was comprised of 
two teams and served 36 schools in the area that had opted-in to the initiative (21 primary 
schools, 11 secondary schools, three specialist provision schools and one college). Both teams 
had six CWPs/EMHPs. CWPs/EMHPs delivered individual and group interventions. This 
included CBT-based GSH for anxiety; behavioural activation for low mood in secondary 
schools; and parent-led interventions for anxiety and challenging behaviour in primary schools, 
in addition to psychoeducation-based workshops supporting emotional well-being.  
The second research site recruited from two teams. The first team served all mainstream 
schools in the locality (20 secondary schools and 53 primary schools) and was staffed by 14 
CWPs/EMHPs. The second team, established later, served 16 selected secondary schools and 16 
selected primary schools so far, and was staffed by 16 CWPs/EMHPs. CWPs/EMHPs delivered 
the same interventions as the other site, with the addition of a three-session sleep intervention 
and exam stress groups.  




Prior to recruitment, the researcher contacted five CWP/EMHP training centres across 
England to explore variations in courses and interventions delivered. Training centres described 
following a national curriculum matching models used by the two research sites, with some 
minor variations in group-based interventions and workshops. It is therefore likely that both sites 
used were typical of practice across England. 
To be eligible, participants needed to have been in their role for at least one full school 
term to guarantee sufficient experience to answer the research questions. Their experience could 
be based in primary or secondary schools.  
Prospective CWP/EMHP and supervisor participants were emailed the participant 
information sheet by an identified study coordinator in both sites. The researcher also attended 
remote team meetings to promote participation. Study coordinators in both sites contacted 
eligible school staff with the study information sheet inviting them to take part. All prospective 
participants were invited to contact the researcher with any questions.  
Ethics 
The study received ethical approval from the London Central Research Ethics 
Committee, Health Research Authority, and local NHS Research and Development departments 
(Appendices E-G). The British Psychological Society (BPS) Code of Ethics and Conduct (2009) 
was followed throughout the research process.  
Participant information sheets outlined the purpose of the research, procedures, benefits 
and risks of taking part, and confidentiality (Appendices H-J). It was emphasised that 
participation was entirely voluntary; prospective participants were not obliged to take part as part 
of their job role. A ‘forced response’ option was utilised when designing the questionnaire using 




Qualtrics software to ensure that participants provided their informed consent before proceeding. 
Individual participant numbers were allocated to maintain anonymity. Study data were stored on 
password-protected databases. Participant names and email addresses (required for questionnaire 
distribution) were stored in a separate password-protected database. Participants were informed 
that their anonymous responses could be shared with other participants, included in the study 
write-up, and future publications. 
Participants 
A total of 44 participants contributed to the study (10 supervisors, 13 SLWs and 21 
CWPs/EMHPs). Twenty participants completed the R1 questionnaire (four supervisors, four 
SLWs and 12 CWPs/EMHPs). Table 1, below, summarises participant demographics for R1.   
  










School link workers 
(n=4) 
Age    
18-24 4 0 0 
25-34 7 1 0 
35-44 0 2 1 
45-54 1 1 1 
55-64 0 0 1 
Missing data 0 0 1 
Gender    
Female 12 3 3 
Male 0 1 1 
Ethnicity    
White British 6 4 4 
White Other 2 0 0 
Black African 2 0 0 
White/Asian 1 0 0 
White/African 1 0 0 
NHS Trust    
Trust 1 12 3 0 
Trust 2 8 1 4 
Professional background     
Clinical psychologist  4  
Job title     
Safeguarding Lead   2 
Special Educational Needs 
Coordinator 
  2 
Time in role    
Mean  16 months 19.5 months 22.5 months 
Range 9-24 months 9-36 months 9-36 months 
 
40 participants completed the R2 questionnaire (10 supervisors, 13 SLWs and 17 
CWPs/EMHPs). 16 of these participants had completed the R1 questionnaire. 34 participants 
completed the R3 questionnaire, resulting in a response rate of 85%. This ranged between 
participant groups from 70% of supervisors, to 84% of SLWs, and 94% of CWPs/EMHPs. Table 
2, below, summarises participant demographics for R2 and R3.  
  












Age    
18-24 4 0 0 
25-34 11 2 2 
35-44 1 3 4 
45-54 1 2 5 
55-64 0 2 1 
Missing data 0 1 1 
Gender    
Female 15 9 9 
Male 2 1 4 
Ethnicity    
White British 12 10 11 
White Other 2 0 0 
Asian Indian 2 0 1 
Black African 1 0 0 
White/Asian 0 0 1 
NHS Trust    
Trust 2  9 5 10 
Trust 1 8 5 3 
Professional background    
Clinical psychologist  5  
Cognitive behavioural therapist  2  
Specialist mental health practitioner  2  
Educational psychologist  1  
Job title    
Assistant/Deputy Headteacher   4 
Head of Year   3 
Safeguarding Lead   2 
Special Educational Needs 
Coordinator 
  2 
Head of Student Support   1 
Pastoral Lead   1 
 
  




Data collection and analysis 
The data collection process took seven months between September 2020 and March 
2021. The process was the same for each participant group. Questionnaires were distributed 
using Qualtrics software. Each questionnaire was first piloted by four CWPs known to the 
researcher and also reviewed by the primary and secondary research supervisors. Those 
completing pilot questionnaires were asked to provide feedback on the readability of instructions 
and appropriateness of the questions asked. Subsequent changes at R1 included asking 
participants to specify the interventions they used and broadening the scope of questions, 
including prompts. At R2 and R3, changes were made to clarify terminology and acronyms. 
Figure 1, below, depicts the Delphi procedure flowchart.  
  





Delphi flow chart  
 
  
Round 1 online questionnaire 
developed for school-based 
CWPs/EMHPs 
Round 1 online questionnaire 
developed for supervisors  
Round 1 online questionnaire 
developed for school link 
workers  
Round 1 online questionnaire 
completed by school-based 
CWPs/EMHPs (n=13) 
Round 1 online questionnaire 
completed by supervisors 
(n=4) 
Round 1 online questionnaire 
completed by school link 
workers (n=4) 
Round 1 online questionnaire data analysed using thematic analysis  
Round 2 online questionnaire developed from coding framework developed  
Round 2 online questionnaire completed by participants (n=40) 
school-based CWPs/EMHPs (n=17) supervisors (n=10) school link workers (n=13) 
Round 3 individualised online questionnaires developed for each participant based on Round 2 responses 
Round 3 online questionnaire completed by participants (n=34) 
CWPs/EMHPs (n=16) supervisors (n=7) school link workers (n=11) 
Round 3 online questionnaire data analysis 





R1 questionnaire development was guided by the study of relevant literature to ensure 
that questions addressed a range of implementation outcomes (e.g., Gee et al., 2021; Proctor et 
al., 2011) and that their phrasing was consistent with existing Delphi research (e.g., Fenton et al., 
2021; South et al., 2016). The researcher’s clinical experience working as a school-based CWP, 
supported by consultation with the research supervisors, also informed questionnaire 
development.  
R1 questionnaires (Appendices K-M) were tailoired to each participant group. 
Questionnaires collected demographic and contextual information before participants proceeded 
to complete open-ended questions regarding perceived fit and acceptability of the workforce, 
challenges experienced and how these were overcome, and suggestions for future development.   
R1 data were analysed using thematic analysis (Braun & Clarke, 2006). Following 
updated guidance, the thematic analysis adopted a reflexive approach, recognising the 
researcher’s active role in the process (Braun & Clarke, 2019, 2020). This invites researchers to 
consciously attune to their reactions during the research process and recognise the role that they 
play in constructing knowledge (Dodgson, 2019). The importance of considering the position of 
the researcher as an ‘insider’ or an ‘outsider’, and how far they have shared experiences with 
participants has also been highlighted (Berger, 2015).  
 A critical realist epistemological position was taken throughout this research, based on 
the assumption that the world as we know and understand it is constructed from our perspectives 
and experiences (Sayer, 2004, p.6). This study adopted a view that different participants would 
have experienced benefits and challenges to the work of CWPs/EMHPs, but that perceptions 




would vary between participants and did not represent some universal ‘truth’.  It was hoped that 
the iterative Delphi process would support participants to engage with each other’s perspectives.  
NVivo software was used to facilitate coding and the development of themes. The aim of 
analysis was primarily to inform the development of a Round 2 (R2) questionnaire. Data were 
analysed inductively to ensure emerging themes were data driven (Braun & Clarke, 2019). 
An example extract of coded R1 questionnaire data is presented in Appendix N. IS outcomes, 
including acceptability, fidelity and sustainability (Proctor et al., 2011) were then considered in 
organising coded data into seven resulting themes and 34 sub-themes. The thematic framework 
was reviewed and refined over a period of weeks with input from the research supervisors. To 
ensure the reliability of the coding procedure used, a fellow trainee clinical psychologist familiar 
with thematic analysis methodology was asked to match a randomly organised sample of sub-
themes into themes. This resulted in inter-rater agreement of 100%.  
Round 2  
R2 questionnaire statements were then developed from each sub-theme, using 
participants’ words from R1 where possible whilst ensuring that each statement was relevant to 
all stakeholders. In total, 40 positively framed statements were generated. Statements were 
refined with feedback from the research supervisor. All participant groups were sent the same 
questionnaire at R2. R2 participants did not need to have participated at R1. Statements were 
presented by theme. Participants were asked to rate how far they agreed or disagreed with each 
statement on a six-point Likert scale from ‘strongly agree’ to ‘strongly disagree’ (Figure 2). 
Participants were invited to write comments in free-text boxes at the end of each theme to 
elaborate their point of view. At the end of the questionnaire, participants were asked to choose 




the three statements they considered to be most important. The questionnaire took approximately 
20 minutes to complete and was online for three weeks (Appendix O). 
Figure 2 










The Round 3 (R3) questionnaire used the same statements as R2 but did not include 
statements that had reached ≥75% consensus across participants at R2, consistent with existing 
Delphi research (Fenton et al., 2021). R3 questionnaires were individualised for each R2 
participant. For each remaining statement, participants were shown how others had responded at 
R2 (for all participants and by role), with their own response highlighted in red (Figure 3). 
Participants were also shown the three statements they had considered to be most important at 
R2 compared to others overall and by group. Qualitative comments from R2 responses were also 
anonymously presented at the beginning of each theme’s remaining statements. Qualitative 




comments allowed participants to understand how others had approached each statement to help 
build consensus.  
For each statement, participants were asked to consider R2 responses and qualitative 
comments presented, and decide if they wished to change their response. Participants were also 
invited to change any of their choices of the three most important statements if they wished. 
Questionnaires took approximately 20 minutes to complete and were online for three weeks 
(Appendix P). 
Figure 3 







At present, a consistent method for reporting findings in Delphi method research has not 
been established (Hasson, Keeney & McKenna, 2000). The current study used descriptive 
statistics to calculate rates of ‘consensus’ and ‘divergence’ in R2 and R3 data, in line with 
previous research (Holey et al., 2007). An agreed standard of how to measure consensus in 
Delphi method studies has also not been established (Von der Gracht, 2012).  At the end of R2 
and R3, the six-point Likert scale was collapsed into three categories to establish rates of 
agreement and disagreement for each statement (Figure 4), consistent with previous Delphi 




method research (South et al., 2016). Strong and moderate views are presented as results in line 
with the research aims. Percentages of ‘agreement’ (participants selecting strongly/moderately 
agree) and ‘disagreement’ (participants selecting strongly/moderately disagree) were calculated 
for each statement by participant group (establishing within-group consensus) and overall 
(establishing overall consensus).  
Figure 4 














      
Disagreement No strong view either way Agreement 
 
Consistent with previous Delphi method research (Fenton et al., 2021) consensus 
categories were operationalised as presented in Table 3:  
Table 3 
Consensus categories  
Consensus category Rate of ‘agreement’ or ‘disagreement’ 
Strong consensus ≥75% 
Moderate consensus 62.5-74.9% 
Weak consensus 50-62.4% 
Lack of consensus <50% 
 
Divergence between groups was treated as two or more consensus categories difference 
between groups (i.e., strong-weak consensus; strong-lack of consensus; moderate-lack of 
consensus).  




Participant choices of the three most important statements were analysed descriptively by 
calculating the frequency with which each statement was chosen, overall and by group.  
Quality assurance and reflexivity  
Combining quantitative and qualitative data collection in the research design, as 
recommended for implementation research, promoted a deeper understanding of the topic than 
would be allowed by a single method (Palinkas, 2014). Taking breaks from R1 analysis provided 
‘distance’ from the data which facilitated refinement of the thematic framework over time 
(Watts, 2014).  Quantitative analysis employed was both consensus and divergence-orientated to 
obtain a deeper understanding of the data (Von der Gracht, 2012). The researcher kept a research 
diary throughout the process to promote reflexivity (Appendix Q). This was especially important 
given the researcher’s previous role as a school-based CWP. For example, when analysing R1 
data, the researcher used the diary to reflect on experiences and challenges described by 
supervisors and SLWs. This facilitated a balanced coding process representing the perspectives 
of all three participant groups.  Regular supervision from both an internal primary supervisor and 
external secondary supervisor offered multiple perspectives on the research process and data 
collected and facilitated ongoing reflection. The researcher also considered how they might 
experience issues described by participants in different roles. The researcher was mindful to 
attend to the range of experiences and ideas described when analysing the data, looking out for 
similarities and differences between participants and reflecting on whether findings corresponded 










Themes were developed from R1 in line with the research aims.  In total, seven themes 
and 34 sub-themes were developed.  
The first theme related to establishing working practices with schools to foster a shared 
understanding of the initiative. This theme emphasised the importance of formally setting up 
processes with schools, including referral/waiting list protocol and communication channels, and 
promoting the role throughout the school community. Next, adapting to the needs and culture 
of schools was described, highlighting differences in culture between education and healthcare 
settings. Issues around CWPs/EMHPs being ‘external’ to schools and needing time to embed 
were identified. The third theme related to the extent to which interventions were effective and 
acceptable.  How far interventions meet needs and increase access to support as intended were 
described. Next, a theme around practical issues included challenges related to time 
(practitioners having enough time in each school to do the work, CYP missing lessons, and 
SLWs keeping to agreed liaison time) and resources (adequate room space and administrative 
burden). A fifth theme described CWPs/EMHPs’ relationship to CAMHS, including their fit 
and integration and the impact of their work on specialist CAMHS. Then, ideas around the 
future development of the role were identified, including expanding interventions and 
developing indirect ways of working. A final theme related to long-term strategy around 
improving access across schools, promoting communication, and working together. 
Themes and sub-themes are presented in Table 4, below, with example R1 questionnaire 
quotations and corresponding R2 questionnaire statements developed (40 statements in total).  
  




R1 themes and sub-themes 
Theme 1: Establishing working practices with schools 
Descriptor: Jointly setting up processes; fostering a shared understanding of the initiative 
 
Sub-theme Example quotes R2/3 questionnaire statement(s) 
Explaining remit of role and 
interventions to schools  
  
“Hostility towards us from other services already 
embedded in schools can get worse because of lack 
of communication about who we are as a service” 
– CWP/EMHP  
“As the programme becomes more mainstream in 
schools and more schools come on board, I think 
there needs to be a blanket understanding of the 
role in the area and what support can be offered” – 
CWP/EMHP  
 
1. An understanding of the role of 
CWP/EMHPs and the manualised interventions 
they are trained to deliver should be promoted 
within schools   
5. Schools' understanding of the CWP/EMHP 
role should be supported by communication 
from supervisors  




“Ensuring the service is promoted adequately in 
school/with staff/parents/students” – Supervisor  
“Lots and lots of promotion - leaflets, videos, 
flyers, posters, dissemination amongst school staff. 
Raising awareness of who we are and what we do” 
– CWP/EMHP  
3. Schools' understanding of the CWP/EMHP 
role should be supported through written 
materials and sharing of manualised resources   
6. The initiative should be promoted to staff and 
young people in schools through assemblies, 
workshops and posters  
 
Formalising introductions  
  
  
“CWP/EMHPs should also be physically 
introduced to all staff and their roles explained” – 
Supervisor   
2. Practitioners' introduction to schools should 
be formalised through a meeting jointly 
attended by supervisors   
Clarifying referral criteria and 
processes  
“In larger secondary schools making sure that your 
service is known to all teachers to help identify 
young people rather than just being the link 
worker’s job” – CWP/EMHP  
7. All school teaching staff should be able to 
make referrals  
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“Communication from other members of staff to 
identify students who would benefit from the GSH 
sessions” – School link worker  
 
Establishing waiting list protocol  
  
“We operate a completely open referral system and 
so our waiting lists did become unmanageable (6 
months waiting lists)” – CWP/EMHP   
8. Waiting list numbers should be limited to 
manage demand  
Establishing procedures for link-
worker EMHP communication   
  
“At the moment, EMHPs do all contact with 
schools and it would be nice to have some strategy 
in place for meetings and some support for those 
meetings” – CWP/EMHP  
4. Practitioners should act as the primary 
contact with schools  
9. Supervisors should act as the primary contact 
with schools  
 
Theme 2: Adapting to needs and culture of schools 
Descriptor: Practicing within education context 
Sub-theme  Example quotes   R2/3 questionnaire statement(s)  
Acknowledging different cultures 
of health and education   
  
“All schools are different, and we've had to work 
hard to understand the individual needs of each 
school” – Supervisor  
“The challenges when school culture meets mental 
health (the 'us' and 'them') + putting together two 
huge sectors that work differently (NHS and 
education)” – CWP/EMHP  
 
12. Practitioners should adapt their practice 
within their skill-set to suit the needs and 
requests of each school  
Needing time in schools to embed  
  
  
“I would have liked to have only been in about 
three schools so that you got to know them better 
and felt a part of them a little more” – 
CWP/EMHP  
 
11. Practitioners should be based in fewer 
schools with greater time commitment in each  
EMHPs as ‘external’ to schools   
  
  
“It would help if EMHPs were expected to attend 
school in the same way that teachers have to, in 
order to become more integrated and have better 
relationships with students & staff” – School link 
worker  
10. Practitioners should be treated as a member 
of staff in the schools they are based in  
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“I can feel isolated from school staff” – 
CWP/EMHP  
 
Theme 3: Effective and acceptable interventions 
Descriptor: Attributes of the initiative that indicate effectiveness and acceptability 
Sub-theme  Example quotes   R2/3 questionnaire statement(s)  
Interventions meet needs  
  
  
“The manualised evidence-based approach seems 
to fit pretty well in the highly achievement-
oriented schools as well as the more nurturing 
schools” – Supervisor  
 “CWPs / EMHPs are different because they really 
are trained in evidence-based practice” – 
Supervisor   
“The interventions have been appropriate and seem 
to have had a positive impact for these individuals” 
– School link worker  
 
13. The low intensity interventions offered are 
appropriate to schools' needs  
Interventions offer increased 
access to support  
“I get to see young people in their environment, 
providing better access to therapy” – CWP/EMHP  
“Easy to come out of lesson and have a session, 
compared to being taken out half day of school to 
be driven to CAMHS by mum/dad etc.” – School 
link worker  
 
14. Mental health interventions are more 
accessible to young people when they are 
offered at school  
Interventions provide timely 
access to support  
“We can be a good 'in-between' step if other 
provisions have a long waiting list” – 
CWP/EMHP  
  
15. The initiative means that young people's 
needs are met in a more timely fashion  
Theme 4: Practical issues 
Descriptor: Issues impacting implementation 'on the ground' 
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Sub-theme  Example quotes   R2/3 questionnaire statement(s)  
 Protected room space /storage  
  
  
“Limited access to boards - we could be far more 
creative and engaging with the right tools, space 
and equipment” – CWP/EMHP  
“We were not provided with resources and so we 
had to go and buy them ourselves e.g. paper” – 
CWP/EMHP  
 
19. Schools should be required to guarantee 
access to appropriate clinical space, storage, 
and facilities (e.g., printing) to host a 





“Problematic for scheduling sessions, as there is 
very little choice of subjects they have to miss” – 
School link worker   
18. The mental health needs of young people 
should be prioritised where timetabling 
difficulties occur   
Administrative burden  
  
  
“Ensuring administrative tasks are kept to a 
minimum so the work can be completed” – 
Supervisor   
20. The demands of administrative tasks should 
be minimised to prioritise time for sessions   
Low visibility within schools  
  
  
“We have been working with schools to raise 
awareness of our work and the difference to other 
talking therapies available” – Supervisor  
17. At present, practitioners have low visibility 
within schools which can be a problem  
Difficulty keeping time for liaison  
  
  
“Finding the time to find and organise the referrals 
and meetings” – School link worker   
“School link workers not sticking to agreed 
meetings with practitioners” – Supervisor  
 
16. Demand on school staff means it can be 
hard to keep protected time for liaison with 
practitioners  
Not enough time in each school  
  
“For EMHPs to be around in school more so that 
young people have a place to talk” – School link 
worker   
“They need to spend more time in the school - 
such as a whole day, rather than three hours to see 
three pupils” – School link worker   
 
21. Practitioners should be based in schools for 
the full school day  
Theme 5: Relationship to CAMHS 
Descriptor: Fit with CAMHS; impact on CAMHS 
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Sub-theme  Example quotes   R2/3 questionnaire statement(s)  
Integration with wider CAMHS  
  
  
“It takes a long time to integrate with wider 
CAMHS” – CWP/EMHP  
26. Integration with wider CAMHS should be 
promoted through practitioner presence at team 
base  
27. Practitioners should be treated as CAMHS 
staff by colleagues in wider CAMHS  
 
Association with CAMHS  
  
  
“The name CAMHS can be stigmatising” – 
CWP/EMHP  
“It helps that we have a link with CAMHS” – 
CWP/EMHP   
25. Practitioners should act as a 'link' between 
schools and CAMHS  
Identifying unmet need for 
CAMHS  
  
“I would say as CAMHS waiting lists are long, our 
teams are often seen as the first point of call and 
often I feel that the mental health needs are slightly 
above our remit as a team, for example, past 
trauma, that ideally would have CAMHS PTSD 
work for, however it's either try our team or wait 
for a year etc... so we often take them on in the 
hope that they will get something from it” – 
CWP/EMHP  
 
23. Through their work in schools, practitioners 
are identifying unmet need requiring input from 
CAMHS  
24. Difficulty accessing CAMHS increases the 
complexity of referrals made to practitioners  
Reducing CAMHS burden  
  
“A lot of services are over-subscribed and we are 
able to assist with reducing this caseload” – 
Supervisor   
22. Over time, the initiative should reduce the 
number of referrals made to CAMHS  
Theme 6: Future development of the role 
Descriptor: Ideas suggested on how the CWP/EMHP role could be developed in the future 
Sub-theme  Example quotes   R2/3 questionnaire statement(s)  
Working with greater complexity 
of presenting problems  
  
“I would prefer if the pupils with most need were 
seen, rather than the ones with low mood or mild 
depression” – School link worker   
31. Practitioners should be trained to work with 
more complex presentations such as self-harm, 
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“I personally would like to see a move towards 
upskilling EMHPs to better manage the 
complexities that some with the moderate side of 
needs in school” – Supervisor   
“To provide additional training for CWPs/EMHPs 
to allow them to develop their scope outside of 
anxiety/low mood i.e. trauma informed 
approaches” – Supervisor  
 
drug and alcohol use, and trauma-informed 
approaches  
Working with a greater range of 
low intensity intervention models  
  
“We have realised there are some needs not being 
met, such as anger, sleep, rumination etc.” – 
CWP/EMHP  
“We need more clarification about what we can 
work with, such as specific phobias etc.” – 
CWP/EMHP  
 
29. Current low intensity interventions offered 
should be expanded, for example, working with 
emotional regulation, perfectionism and sleep  
Providing training, consultation 
and signposting to schools  
  
“We are signposted elsewhere if this service is not 
the right intervention or support for a child” – 
School link worker   
 “Providing training and resources for members of 
the Inclusion team” – School link worker   
 
30. Practitioners should receive training in 
providing training and consultation to school 
staff  




“I think we should have also had more support 
developing the whole-school approach with 
schools. That is one of the reasons I took this post, 
however I feel it is the most neglected part of our 
role” – CWP/EMHP  
 
28. Practitioners should be given protected time 
to work on promoting a whole-school approach  
Theme 7: Long-term strategy 
Descriptor: Ways to support implementation in the longer term; goals for the longer term 
Sub-theme  Example quotes   R2/3 questionnaire statement(s)  
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 Need for strategic planning  
  
  
“A really great project/programme and the 
rationale and aims are great, however I think it 
needs a lot more preparing, planning and strategy 
than our team did” – CWP/EMHP  
38. There is greater need for strategic planning, 
for example, in anticipating demand and how to 
timetable training sessions to schools  
Achieving access across schools  
  
  
“In the future it would be great if each school had 
an EMHP” – School link worker   
“Having more capacity to reach the whole 
community” - Supervisor  
32. Practitioners should be based in more 
schools to increase access across local 
authorities  
Sharing good practice and 
problems  
  
“Discussions of problems remain private which is 
a shame but I'm not sure how to overcome this - 
with all the vested interests?” – Supervisor   
37. The initiative would benefit from a forum 
for Trusts to share best practice and problem-
solve issues  
Connection and communication 
with wider MHST  
  
“Problem solving as a team is key and being able 
to have discussions and reflections on how things 
are going” – Supervisor  
“As a team, I feel we could have more regular 
meetings as often messages get passed through in 
supervision about a plan going forwards, but then 
this is not reiterated to the whole team and we 
often are all on different pages which leads to 
confusion” – CWP/EMHP  
34. Supervisors should support connection 
between school-based practitioners through 
regular team meetings  
Addressing funding uncertainty  
  
  
“CWPs need permanent funding in order for 
providers to be able to undertake workforce 
planning” – Supervisor   
39. Uncertainty around longer term funding 
means it is difficult for services to plan for the 
future  
Expanding evidence base  
  
  
“We need to find out what the limits of 
effectiveness are for our LIIs. We also need to 
develop a wider array of LIIs” – Supervisor   
35. Contributing to the development of an 
evidence-base for low intensity interventions in 
schools, such as through collecting routine 
outcome measures, should be a key focus  
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Retaining scope of role  
  
  
“The role is well conceived - though perhaps too 
ambitiously hoped to be all things to all people” – 
Supervisor  
“We are becoming a bit like a CAMHS in school, 
rather than doing early intervention/prevention 
workshops and assemblies to promote a whole-
school approach, working with not only 
CYP/parents but the whole schools and teachers 
etc.” – CWP/EMHP  
33. Practitioners should practice with a high 
level of fidelity to the manualised interventions 
they are trained to deliver  
36. The purpose of the initiative should not be 
expanded beyond providing early intervention 
for mild/moderate mental health difficulties  
Buy-in from schools  
  
  
   
“It would be great to see this become something 
that schools have embedded within their settings 
on a longer term basis- i.e. buy in the service and 
have practitioners in for more than just a day” – 
CWP/EMHP  
40. In future, schools should have the option to 
buy-in practitioner resource full-time  





Only statements achieving ‘strong’ consensus between participants at R2 are presented as 
R2 results, in line with existing Delphi research (e.g. Putnam et al., 1995). Statements achieving 
‘strong’ consensus are presented by theme in Tables 5-11. Within and between-group consensus 
is reported, and differences in level of consensus between groups are highlighted in bold where 
observed. Statements presenting with divergence between participant groups are outlined. 
Example questionnaire quotations are presented for each theme to elaborate on participant 
perspectives.  Of the 40 statements making up the R2 questionnaire, 22 achieved ‘strong 
consensus’ between participant groups.   
Theme 1: Establishing working practices with schools  
Of the nine statements under this theme, six achieved ‘strong’ consensus. Participants 
agreed on the need to formalise introductions to schools, promote understanding of the role, and 
raise awareness of the initiative across schools. Participants also agreed that practitioners should 
act as the primary contact with schools, with supervisor support.  
“Sometimes it can be difficult to know how best to manage schools' expectations and 
demands and it would be helpful to have a supervisor working more closely with schools to 
support with this.” – EMHP 
 
  





 Consensus for statements relating to establishing working practices in schools   
Strong consensus Agree (%) Disagree (%)  
1. An understanding of the role of 
CWP/EMHPs and the manualised 
interventions they are trained to 
deliver should be promoted within 
schools  
CWPs/EMHPs 100 0 
Supervisors  100 0 
School link workers 100 0 
Overall 100 0 
2. Practitioners' introduction to 
schools should be formalised 
through a meeting jointly attended 
by supervisors 
CWPs/EMHPs 88 0 
Supervisors  80 0 
School link workers 100 0 
Overall  90 0 
3. Schools' understanding of the 
CWP/EMHP role should be 
supported through written materials 
and sharing of manualised 
resources 
CWPs/EMHPs 82 0 
Supervisors  80 0 
School link workers 85 0 
Overall 82.5 0 
4. Practitioners should act as the 
primary contact with schools 
CWPs/EMHPs 94 0 
Supervisors  90 0 
School link workers 92 0 
Overall 92.5 0 
5. Schools' understanding of the 
CWP/EMHP role should be 
supported by communication from 
supervisors 
CWPs/EMHPs 94 0 
Supervisors  90 0 
School link workers 92 0 
Overall 92.5 0 
6. The initiative should be 
promoted to staff and young people 
in schools through assemblies, 
workshops and posters 
CWPs/EMHPs 100 0 
Supervisors  80 0 
School link workers 92 8 
Overall 92.5 2.5 
 
Theme 2: Adapting to the needs and culture of schools    
Of the three statements under this theme, two achieved ‘strong’ consensus. One statement 
achieving strong consensus (11) presented with divergence between groups. Participants agreed 
that practitioners should adapt their practice within their skill-set to suit each school. Overall, 
participants agreed that practitioners should be based in fewer schools with greater time 
commitment in each, but supervisor agreement was lower than CWPs/EMHPs and SLWs.    
“Fidelity with (limited) flexibility is key.” – Supervisor 





Consensus for statements relating to adapting to the needs and culture of schools    
Strong consensus Agree (%) Disagree (%)  
11. Practitioners should be based in 
fewer schools with greater time 
commitment in each 
CWPs/EMHPs 71 6 
Supervisors  50 10 
School link workers 100 0 
Overall 75 5 
12. Practitioners should adapt their 
practice within their skill-set to suit 
the needs and requests of each 
school 
CWPs/EMHPs 88 0 
Supervisors  90 0 
School link workers 85 8 
Overall  87.5 2.5 
 
Theme 3: Effective and acceptable interventions 
Of the three statements under this theme, two achieved ‘strong’ consensus. Participants 
agreed that mental health interventions are more accessible when offered in schools and that the 
initiative enables need to be met more promptly.  
“I get to see young people in their environment, providing better access to therapy.” – CWP 
Table 7 
Consensus for statements relating to effective and acceptable interventions  
Strong consensus Agree (%) Disagree (%)  
14. Mental health interventions are 
more accessible to young people 
when they are offered at school 
CWPs/EMHPs 100 0 
Supervisors  80 0 
School link workers 85 0 
Overall 90 0 
15. The initiative means that young 
people's needs are met in a more 
timely fashion 
CWPs/EMHPs 94 6 
Supervisors  90 0 
School link workers 77 0 
Overall  87.5 2.5 
 
Theme 4: Practical issues   
Of the six statements under this theme, four achieved ‘strong’ consensus. One statement 
achieving strong consensus (16) presented with divergence between groups. Participants agreed 
on prioritising time for clinical work over administrative tasks and clinical need over timetable 
clashes. They also agreed that schools should guarantee provision of required facilities to host a 




practitioner. Overall, participants agreed that demand on school staff compromises liaison time, 
but SLW agreement was lower than CWPs/EMHPs and supervisors.  
“We could be far more creative and engaging with the right tools, space and equipment.”            
–  EMHP 
“Generally, schools want more from us but struggle to match resource to sustain balanced 
partnership work.” – Supervisor 
Table 8 
Consensus for statements relating to practical issues   
Strong consensus Agree (%) Disagree (%)  
16. Demand on school staff means 
it can be hard to keep protected 
time for liaison with practitioners 
CWPs/EMHPs 94 0 
Supervisors  90 0 
School link workers 62 15 
Overall  82.5 5 
18. The mental health needs of 
young people should be prioritised 
where timetabling difficulties occur 
CWPs/EMHPs 88 0 
Supervisors  80 0 
School link workers 100 0 
Overall  90 0 
19. Schools should be required to 
guarantee access to appropriate 
clinical space, storage, and 
facilities (e.g., printing) to host a 
practitioner 
CWPs/EMHPs 94 0 
Supervisors  100 0 
School link workers 85 8 
Overall  92.5 2.5 
20. The demands of administrative 
tasks should be minimised to 
prioritise time for sessions 
CWPs/EMHPs 82 0 
Supervisors  90 0 
School link workers 92 8 
Overall  87.5 2.5 
 
Theme 5: Relationship to CAMHS 
Of the six statements under this theme, three achieved ‘strong’ consensus. Participants 
agreed that practitioners identify unmet need for CAMHS through their work. Overall, 
participants agreed that high thresholds in CAMHS increase the complexity of referrals and that 
the initiative should reduce CAMHS referrals over time, but supervisor agreement was lower 
than CWPs/EMHPs and SLWs.  




“Sometimes schools try to bypass the CAMHS waiting times by referring into MHSTs.”               
– Supervisor 
Table 9 
Consensus for statements relating to relationship to CAMHS  
Strong consensus Agree (%) Disagree (%) 
22. Over time, the initiative should 
reduce the number of referrals 
made to CAMHS 
CWPs/EMHPs 76 0 
Supervisors  60 20 
School link workers 85 8 
Overall  75 7.5 
23. Through their work in schools, 
practitioners are identifying unmet 
need requiring input from CAMHS 
CWPs/EMHPs 94 0 
Supervisors  90 0 
School link workers 85 0 
Overall  90 0 
24. Difficulty accessing CAMHS 
increases the complexity of 
referrals made to practitioners 
CWPs/EMHPs 88 0 
Supervisors  60 0 
School link workers 77 0 
Overall  77.5 0 
 
Theme 6: Future development of the role 
Of the four statements under this theme, three achieved ‘strong’ consensus. One 
statement achieving strong consensus (30) presented with divergence between groups. 
Participants agreed that low-intensity interventions should be expanded, and practitioners should 
promote a whole-school approach. Overall, participants agreed that practitioners should be 
trained to provide training and consultation to schools, but supervisor agreement was lower than 
CWPs/EMHPs and SLWs. 
“We are seeing a lot of need around sleep hygiene, resilience, emotion-regulation, managing 
stress etc.” – EMHP 
“There needs to be a focus on exam stress and perfectionism.” – School link worker 
  




Table 10  
Consensus for statements relating to future development of the role  
Strong consensus Agree (%) Disagree (%)  
28. Practitioners should be given 
protected time to work on 
promoting a whole-school approach 
CWPs/EMHPs 88 0 
Supervisors  80 10 
School link workers 85 0 
Overall 85 2.5 
29. Current low intensity 
interventions offered should be 
expanded, for example, working 
with emotional regulation, 
perfectionism and sleep 
CWPs/EMHPs 100 0 
Supervisors  80 0 
School link workers 92 0 
Overall  92.5 0 
30. Practitioners should receive 
training in providing training and 
consultation to school staff 
CWPs/EMHPs 94 0 
Supervisors  60 0 
School link workers 85 0 
Overall 82.5 0 
 
Theme 7: Long-term strategy  
Of the nine statements under this theme, two achieved ‘strong’ consensus. Both 
statements achieving strong consensus (34 and 35) presented with divergence between groups. 
Overall, participants agreed that supervisors should support connection between school-based 
practitioners, and that contributing to the evidence-base of interventions offered should be a key 
focus, but SLW agreement was lower than CWPs/EMHPs and supervisor. 
“Problem solving as a team is key and being able to have discussions and reflections on how 
things are going.” – Supervisor 
  





Consensus for statements relating to long-term strategy  
Strong consensus Agree (%) Disagree (%) 
34. Supervisors should support 
connection between school-based 
practitioners through regular team 
meetings 
CWPs/EMHPs 82 0 
Supervisors  100 0 
School link workers 62 0 
Overall 80 0 
35. Contributing to the 
development of an evidence-base 
for low intensity interventions in 
schools, such as through collecting 
routine outcome measures, should 
be a key focus 
CWPs/EMHPs 76 6 
Supervisors  100 10 
School link workers 62 0 
Overall  77.5 5 
 
Round 3  
A total of 18 statements that did not achieve strong consensus at R2 comprised the R3 
questionnaire. The R3 questionnaire was sent only to participants who had completed the R2 
questionnaire.  A response rate of 85% was observed between R2 and R3. 25 participants made 
at least one change to their ratings from R2 to R3. This ranged from changing one rating to 
changing 11 ratings, with a mean of 3.28 changes per participant. At least one participant 
changed their rating on each statement. This ranged from one participant changing their response 
(statement 40) to eight participants changing their responses (statement 13), with a mean of 4.22 
participants changing their response for each statement. Due to the change in participant ratings 
observed between R2 and R3, it was decided not to include the data of R2 participants who did 
not complete R3 in the final analysis, as they may have gone on to change their R3 ratings in line 
with other participants. Additionally, the high retention rate meant that in doing so, only the data 
of six participants was lost at R3.  
  




As with R2, results from R3 are presented by theme in Tables 12-18. Statements are 
organised according to level of consensus obtained across the sample, beginning with ‘strong 
consensus’. Differences in level of consensus between participant groups are highlighted in bold 
where observed. Example questionnaire quotations are again presented for each theme to 
elaborate on participant perspectives.  Of the 18 statements comprising the R3 questionnaire, six 
achieved ‘strong consensus’. 
Theme 1: Establishing working practices with schools  
Of three remaining statements, one achieved ‘strong’ consensus, one achieved ‘weak’ 
consensus, and one lacked consensus. One statement (7) presented with divergence between 
groups.  
Participants disagreed that supervisors should act as the primary contact with schools. 
Participants showed some agreement that waiting list numbers should be capped, but this did not 
reach strong consensus. CWPs/EMHPs showed some agreement that all school teaching staff 
should be able to make referrals, but this was not observed in supervisors and SLWs.  
"Definitely no to all school staff making direct referrals. They can recommend referrals to the 
link worker who is developing an understanding around referral thresholds.” – Supervisor 
  





Consensus for statements relating to establishing working practices in schools   
Strong consensus  Agree (%) Disagree (%) 
9. Supervisors should act as the 
primary contact with schools 
CWPs/EMHPs 13 75 
Supervisors  14 71 
School link workers 9 82 
Overall 12 76 
Weak consensus Agree (%) Disagree (%) 
8. Waiting list numbers should be 
limited to manage demand 
CWPs/EMHPs 56 19 
Supervisors  57 14 
School link workers 55 9 
Overall 56 15 
Lack of consensus  Agree (%) Disagree (%) 
7. All school teaching staff should 
be able to make referrals 
CWPs/EMHPs 63 6 
Supervisors  43 43 
School link workers 27 27 
Overall 47 21 
 
Theme 2: Adapting to the needs and culture of schools 
One remaining statement achieved ‘strong’ consensus but presented with divergence 
between groups. Lower agreement that practitioners should be treated as school staff was 
observed with supervisors.  
“It is important that EMHPs are seen as part of the school system, otherwise they will always be 
seen as the outsider coming in which makes rapport challenging.” – EMHP 
Table 13 
Consensus for statements relating to adapting to the needs and culture of schools    
Strong consensus  Agree (%) Disagree (%) 
10. Practitioners should be treated 
as a member of staff in the schools 
they are based in 
CWPs/EMHPs 81 0 
Supervisors  57 0 
School link workers 82 0 
Overall  76 0 
 
  




Theme 3: Effective and acceptable interventions 
One remaining statement achieved ‘moderate’ consensus and presented with divergence 
between groups. Lower agreement that LIIs are appropriate to schools’ needs was observed with 
SLWs.  
“I would prefer if the pupils with most need were seen, rather than the ones with mild 
depression.” – School link worker 
"I feel there is a gap between the service we offer and the service CAMHS offer." – CWP 
Table 14 
Consensus for statements relating to effective and acceptable interventions  
Moderate consensus  Agree (%) Disagree (%) 
13. The low intensity interventions 
offered are appropriate to schools' 
needs 
CWPs/EMHPs 75 6 
Supervisors  71 0 
School link workers 55 9 
Overall  68 6 
 
Theme 4: Practical issues 
Of two remaining statements, one achieved ‘moderate’ consensus and one lacked 
consensus. One statement (17) presented with divergence between groups. CWPs/EMHPs agreed 
about low visibility within schools, however this was not observed with supervisors and SLWs. 
Supervisors and SLWs showed some agreement that practitioners should be in schools for the 
full day, but this was not observed with CWPs/EMHPs.  
"Visibility can vary between schools. Some are proactive in promoting the service and gaining 
referrals, but some are less so due to demands." – EMHP 
  





Consensus for statements relating to practical issues   
Moderate consensus  Agree (%) Disagree (%) 
17. At present, practitioners have 
low visibility within schools which 
can be a problem 
CWPs/EMHPs 88 0 
Supervisors  57 0 
School link workers 36 9 
Overall  65 3 
Lack of consensus  Agree (%) Disagree (%) 
21. Practitioners should be based in 
schools for the full school day 
CWPs/EMHPs 31 6 
Supervisors  57 14 
School link workers 55 0 
Overall  44 6 
 
Theme 5: Relationship to CAMHS 
Of three remaining statements, two achieved ‘strong’ consensus and one achieved 
‘moderate’ consensus. Two statements (25 and 26) presented with divergence between groups. 
Supervisors demonstrated lower agreement around integration with CAMHS, treating 
practitioner as CAMHS staff, and practitioners providing a link with CAMHS.  
“Intuitively it sounds a good idea for EMHPs to be the link between school and wider CAMHS. 
While they can offer brief advice, I would not want this to be their role as they will get caught up 
in discussions that will take them away from their practice.”  – Supervisor 
  





Consensus for statements relating to relationship to CAMHS  
Strong consensus  Agree (%) Disagree (%) 
26. Integration with wider CAMHS 
should be promoted through 
practitioner presence at team base 
CWPs/EMHPs 88 6 
Supervisors  57 0 
School link workers 100 0 
Overall 85 3 
27. Practitioners should be treated 
as CAMHS staff by colleagues in 
wider CAMHS 
CWPs/EMHPs 81 0 
Supervisors  71 0 
School link workers 100 0 
Overall 85 0 
Moderate consensus  Agree (%) Disagree (%) 
25. Practitioners should act as a 
'link' between schools and CAMHS 
CWPs/EMHPs 75 0 
Supervisors  29 14 
School link workers 91 0 
Overall 71 3 
 
Theme 6: Future development of the role 
One remaining statement achieved ‘moderate’ consensus and presented with divergence 
between groups. Lower agreement that practitioners should be trained to work with more 
complex presentations was observed with supervisors with 29% disagreeing. 
“Even if we don't end up taking on young people who have more complex presentations it is 
likely that we will see a number of these cases and it would help to be more informed so as to 
manage the situation appropriately.” – EMHP 
Table 17 
Consensus for statements relating to future development of the role  
Moderate consensus  Agree (%) Disagree (%) 
31. Practitioners should be trained 
to work with more complex 
presentations such as self-harm, 
drug and alcohol use, and trauma-
informed approaches 
CWPs/EMHPs 81 0 
Supervisors  14 29 
School link workers 91 9 
Overall  71 6 
 
  




Theme 7: Long-term strategy 
Of seven remaining statements, two achieved ‘strong’ consensus, four achieved 
‘moderate’ consensus and one lacked consensus. Four statements (32, 37, 38 and 40) presented 
with divergence between groups. Participants agreed that the initiative would benefit from a 
problem-solving forum and greater strategic planning, but lower agreement was observed in 
SLWs. SLWs agreed that practitioners should be based across more schools, but lower 
agreement was observed in CWPs/EMHPs and supervisors. Supervisors agreed that practitioners 
should practice with high fidelity to manualised interventions, but lower agreement was observed 
in CWPs/EMHPs and SLWs. Participants showed some agreement that funding uncertainty 
inhibited service planning, but this did not reach strong consensus. Supervisors agreed that 
schools should be able to buy-in practitioner resource, but lower agreement was observed with 
SLWs. Agreement was not observed regarding protecting the early intervention scope of the 
initiative.  
“CWPs need permanent funding in order for providers to be able to undertake workforce 
planning.” – Supervisor 
“The challenge is working out service priorities, as if you do more of one thing, you need to do 
less of something else.” – Supervisor 
  




Table 18  
Consensus for statements relating to long-term strategy  
Strong consensus  Agree (%) Disagree (%) 
37. The initiative would benefit 
from a forum for Trusts to share 
best practice and problem-solve 
issues 
CWPs/EMHPs 100 0 
Supervisors  86 0 
School link workers 55 18 
Overall  82 3 
38. There is greater need for 
strategic planning, for example, in 
anticipating demand and how to 
timetable training sessions to 
schools 
CWPs/EMHPs 100 0 
Supervisors  71 0 
School link workers 55 9 
Overall  79 0 
Moderate consensus  Agree (%) Disagree (%) 
32. Practitioners should be based in 
more schools to increase access 
across local authorities 
CWPs/EMHPs 69 13 
Supervisors  57 0 
School link workers 82 9 
Overall  71 6 
33. Practitioners should practice 
with a high level of fidelity to the 
manualised interventions they are 
trained to deliver 
CWPs/EMHPs 63 6 
Supervisors  100 0 
School link workers 64 18 
Overall  71 6 
39. Uncertainty around longer term 
funding means it is difficult for 
services to plan for the future 
CWPs/EMHPs 69 6 
Supervisors  71 14 
School link workers 73 27 
Overall  71 6 
40. In future, schools should have 
the option to buy-in practitioner 
resource full-time 
CWPs/EMHPs 69 6 
Supervisors  86 0 
School link workers 45 27 
Overall  65 9 
Lack of consensus  Agree (%) Disagree (%) 
36. The purpose of the initiative 
should not be expanded beyond 
providing early intervention for 
mild/moderate mental health 
difficulties 
CWPs/EMHPs 38 31 
Supervisors  29 0 
School link workers 45 27 
Overall  38 26 
 
Lastly, the three statements most frequently chosen as most important by participants at 
R3 are presented in Table 19. 6 participants (18%) changed their choices from R2 to R3, ranging 
from changing one of three choices (n=3) to changing all three choices (n=1). 
  




Table 19  










Current low intensity interventions 
offered should be expanded, for 
example, working with emotional 
regulation, perfectionism and sleep 
(Statement 29) 
11 (69) 4 (36) 1 (14) 16 (47) 
Practitioners should be trained to 
work with more complex 
presentations such as self-harm, 
drug and alcohol use, and trauma-
informed approaches (Statement 
31) 
5 (31) 5 (45) 2 (29) 12 (35) 
Mental health interventions are 
more accessible to young people 
when they are offered at school 
(Statement 14) 
4 (25) 3 (27) 1 (14) 8 (24) 
 
Overall, the sample considered expanding the menu of interventions offered, and that 
mental health interventions are more accessible when they are provided in schools to be most 
important.  The top three statements chosen by CWPs/EMHPs and SLWs corresponded with 
each other. A range of statements emerged as most important to supervisors, with their choices 
being distributed across themes. The frequency with which each statement was chosen by 
participants at R2 and R3 is presented in Appendix R. 
Discussion 
This Delphi method study developed an understanding of professionals’ experiences of 
CWP/EMHP implementation in schools and their ideas on how to improve the implementation 
of this workforce. Findings are discussed with reference to IS outcomes (Proctor et al., 2011) 




What is helpful about this way of working? 
A finding that mental health support is more accessible when provided in schools 
indicated the ‘appropriateness’ of interventions delivered by CWPs/EMHPs (Proctor et al., 
2011). Developing and maintaining positive relationships with schools has been recognised as an 
important facilitator of implementation (Gee et al., 2021). This was reinforced by the importance 
of taking time to establish working practices with schools identified in this study.  
Guaranteed access to required resources was also important. Lacking access to 
appropriate clinical space and materials can prevent mental health practitioners from carrying out 
their work effectively and has been linked to practitioner burn-out (Weist et al., 2012). This 
demonstrates the importance of attending to these factors early on and creating the conditions 
required to support ‘adoption’ of interventions (Proctor et al., 2011).    
What is challenging about this way of working?  
Reconciling where CWPs/EMHPs fit between CAMHS and schools emerged as 
challenging. CWPs/EMHPs’ low visibility was consistent with prior research identifying 
difficulty experienced by external practitioners in obtaining status and legitimacy within school 
settings (Massey et al., 2005). From the CWP/EMHP perspective, being treated as school staff 
could promote ‘penetration’ (Proctor et al., 2011) and afford the status required to obtain 
necessary support (Burn et al., 2020). However, supervisors appeared to prioritise protecting role 
boundaries (MacNaughton et al., 2013).   
CWPs/EMHPs’ relationship to CAMHS was also contested. Better integration may 
provide CWPs/EMHPs with a sense of identity and legitimacy to their work (Karam et al., 2018) 
and offer schools a link to specialist CAMHS (Pass et al., 2018). However, supervisors could be 




motivated to prevent CWPs/EMHPs from being drawn into challenges experienced within 
CAMHS (Sims et al., 2015). These findings could represent a need amongst CWPs/EMHPs to 
develop a sense of belonging to a ‘community of practice’ (defined as a group of people who 
"share a concern or a passion for something they do and learn how to do it better as they interact 
regularly") as they navigate working across health and education contexts (Wenger-Trayner & 
Wenger-Trayner, 2015). Difficulty maintaining protected time for liaison between 
CWPs/EMHPs and schools was also identified, perhaps indicating miscommunication, or 
differences in preferred communication styles (e.g., action-oriented versus reflective discussion) 
between agencies (Rothi & Leavey, 2006).  
How could this way of working be improved?  
Discrepancy arose over whether to expand the scope of the CWP/EMHP role. 
Developing further manualised LIIs could enable CWPs/EMHPs to practice within their level of 
training and competence, whilst matching the needs and preferences of service users to ensure 
intervention acceptability (Gee et al., 2021). Supervisors’ disagreement that practitioners should 
be trained to work with more complex presentations may demonstrate caution and a desire to 
prioritise safe practice, acknowledging where clinical responsibility is held. CWPs/EMHPs on 
the other hand may be motivated to develop their skillset and strive to meet the expressed needs 
of schools (Shepherd & Rosairo, 2008). These differences could be understood through the work 
of Menzies-Lyth (1960) who described a tendency of superiors to project their anxiety around 
task performance ‘downwards’ into more junior staff, such that their capabilities are 
underestimated. Conversely, junior staff project their capabilities ‘upwards’, alongside an 
expectation that superiors will assume responsibility if required, such that anxiety around being 
able to manage a task is relieved.  




Time to work on whole-school approaches, intended to de-stigmatise mental health, was 
also endorsed. Whole-school approaches represent a shift from the discourse of evidence-based 
practice towards a public health paradigm, and as such, require additional competencies and 
dedicated time to be developed and implemented (Glazzard, 2019).  
Further discrepancy was identified over how to best allocate resources. A tension 
between prioritising quality of service and equality of access was identified. Additional 
recruitment is required to facilitate practitioners embedding and developing relationships through 
presence in schools, as well as increasing the number of schools accessing the service.  
Implications 
Findings highlight outstanding issues to be resolved in supporting the implementation of 
CWPs/EMHPs in schools. As was put forward by a supervisor participant, the challenge is one 
of reaching compromise on service priorities, as “if you do more of one thing, you need to do 
less of something else”.   
Menzies-Lyth (1979) further outlined the need for institutions to clearly define their 
‘primary task’. Staff require a sense of satisfaction from their work to feel supported in their role. 
Lack of agreed purpose can result in confusion and conflict, compromising effective 
performance. If the work is too ambitious or inadequately resourced, staff can become over-
worked and disappointed in the results. However, if the primary task is more realistic in relation 
to available resources, but the needs of service users are not meaningfully addressed, this can be 
painful and even intolerable for staff. The ‘primary task’ can be implicitly redefined when 
societal pressures against a more realistic task are too great. Ensuring the ‘primary task’ is 
precise, realistic, and in line with the values of an institution protects role boundaries (Menzies-
Lyth, 1979). This phenomenon could be described in the work of CWPs/EMHPs, who were 




introduced to offer LIIs with CYP experiencing mild/moderate mental health difficulties. 
Concern held within schools for CYP presenting with more complex difficulties may have 
informed the suggestion that CWPs/EMHPs should be trained to work with this different group 
of CYP, where input from more senior clinicians and specialist CAMHS is indicated.  
In addition, the presence of different discourses between professional cultures are 
understood to present challenge to effective collaboration (Hall, 2005). This is compounded 
when stress in the workplace causes workers to ‘retreat’ into their professional silos, which feel 
safe and clearly boundaried (Hall, 2005). Further, ‘disciplinary centrism’ describes the 
assumption that one’s own profession offers the first or last word on matters of practice 
(Arrendondo et al., 2004). Facilitating dialogue between inter-professional groups has been 
proposed to support the capacity for staff to suspend their assumptions and engage with genuine 
joint-working (McCallin, 2005). A primary implication of this study is the need for local 
collaborators to have protected opportunities to engage with the perspectives of others and reach 
compromise on what to prioritise moving forwards. Such opportunities may even support 
collaborators to clarify their underlying motivations and the values they are operating from 
(Sadler, 2005).  
Results also indicate that expanding the range of LIIs offered is desirable. Models could 
be adapted from those used in adult IAPT services, such as psychoeducational workshops for 
sleep difficulties (Bonin et al., 2014). However, it is important that any interventions offered are 
translated to CYP populations and evaluated rigorously before being introduced.   
There appears to be a gap in provision between the LIIs offered by CWPs/EMHPs and 
schools’ concerns around mental health need. To help address this, a senior clinician post could 
be introduced to support pastoral teams in schools, offering consultation, signposting and 




facilitating contact with specialist CAMHS as required. Such a post could also support the 
development of whole-school approaches and strategy for how to evaluate impact. This is 
important in the context of a limited evidence-base for using these approaches, despite a number 
of initiatives being widely implemented (Goldberg et al., 2019). 
In addition to further training and recruitment, improved access to CWP/EMHP services 
across schools could be promoted through developing a ‘menu’ of interventions, with schools 
choosing what to opt-in to. Schools could prioritise individual GSH, workshops, or whole-school 
approaches and consultation.  
Finally, the need to support CWPs/EMHPs through high-quality clinical supervision, 
supporting communication with schools, and creating opportunities for connection between 
practitioners working autonomously across the community is indicated.  
Strengths and limitations  
This study contributes to early research into CWPs/EMHPs and, to the author’s 
knowledge, is the first to focus its investigation on the implementation of this new workforce. 
This study benefited from a high response rate between R2 and R3, minimising the risk of 
attrition bias and improving the validity of findings (Hsu & Sandford, 2007).  
Due to participant anonymity, the Delphi method promoted honest sharing of opinions 
and reduced the potential impact of power differentials between participant groups (Iqbal & 
Pipon-Young, 2009). Indeed, the Delphi method values expertise gained from different 
perspectives, including the importance of CWPs/EMHPs and SLWs’ direct experience ‘on the 
ground’ in schools and supervisors’ experiences of overseeing roll-out across a locality. This is 




key, as incorporating diversity of experience has been found to improve decision making quality 
(Jorm, 2015).  
The introduction of CWPs and MHSTs constitutes a national initiative. This study was 
situated within a local context, exploring CWP/EMHP services in two specified research sites. 
Consequently, the study findings cannot be considered generalisable to the national picture, 
especially given the emphasis on understanding social context within IS research (Rojas-
Andrade & Bahamondes, 2019). Furthermore, areas of consensus identified amongst participants 
in Delphi method research should not be assumed to indicate ‘correctness’ (Soong et al., 2016). 
Rather, findings reveal what is important to participants in this study within their context.  
Unfortunately, it was not possible to include CYP in receipt of CWP/EMHP services in 
schools as a participant group as had been originally planned. This meant that the extent to which 
CYP agreed or disagreed with professional stakeholders, and their priorities and ideas for the 
future could not be established, as has been proposed for implementation research (Gee et al., 
2021). Furthermore, this study did not differentiate between primary and secondary schools. 
Implementation outcomes may vary between these settings, for example, due to the different 
GSH models used, and it is important to be mindful of this when considering the study findings.  
Lastly, final data analysis did not include the responses of 15% of participants who had 
not completed the R3 questionnaire. This included 30% (n=3) of supervisor participants. It is 
unknown whether these participants would have changed their responses, potentially impacting 
rates of consensus identified.   




Future research  
Focus groups could be used to better understand reasons behind findings of non-
consensus and to seek to resolve outstanding areas of disagreement. This would facilitate 
dialogue between stakeholders, and enable participants to elaborate on their positions. For 
example, supervisors could explain why they did not agree that practitioners should be trained to 
work with more complex presentations. Such differences in opinion may reflect different types 
of knowledge at play between stakeholder groups. For example, the perspectives of 
CWPs/EMHPs may represent their ‘experiential knowledge’ gained through working in schools 
during this initiative (Nimkulrat et al., 2020). Supervisors’ thinking, by contrast, may be 
informed by different strategic priorities.  
It has been recognised that mental health interventions are often introduced to school 
settings with limited involvement of CYP in receipt of support (Gronholm et al., 2018). Future 
studies should be conducted exploring the introduction of CWPs/EMHPs from a service user 
perspective. Qualitative methodologies could be used to establish how far seeing CWPs/EMHPs 
in school and the interventions they offer are acceptable to CYP. Factors that promote or 
undermine the effectiveness of LIIs in schools according to CYP could also be explored to refine 
implementation (McKeague et al., 2018).  
In addition to further implementation research, it is imperative that studies evaluating 
CWP/EMHP interventions using routine outcome measure data are published.  A “poor track 
report” of collecting outcome data in CAMHS has been described (Ludlow et al., 2020). 
Demonstrating effectiveness of LIIs under real-world conditions in line with CYP-IAPT 
principles could support the case for longer-term funding and promote sustainability for this 
workforce (Burn et al., 2020).  To promote sustainability, it is also important to monitor 




workforce progression over the coming years. MHSTs could learn from the experiences of adult 
IAPT services, where difficulties in retaining low-intensity practitioners have been observed. To 
address this, adult IAPT has introduced specialities and diversified training opportunities to 
support retention (e.g., Wroe et al., 2015).  
Conclusion 
This study aimed to explore different professionals’ experiences of CWP/EMHP services 
in schools and identify factors that facilitate and impede their implementation. The Delphi 
method facilitated consensus-building between participant groups and identified important areas 
for future development. Participants recognised the importance of developing relationships and 
shared understandings of the initiative within schools, and the need to overcome practical issues 
to create conditions that facilitate successful working. Results also highlighted challenges 
associated with translating mental health interventions to the education context, and different 
priorities in partnership working emerged. Participants agreed that CWPs/EMHPs should be 
trained to deliver a greater range of interventions; however, it is important that this is achieved in 
a measured way. Findings also demonstrate the need to facilitate dialogue between local 
collaborators to recognise and resolve issues together in supporting implementation. The study 
was limited by not incorporating service user perspectives; further research is therefore 
warranted, to explore acceptability among CYP. To promote sustainability of this workforce, it is 
crucial that resources invested in recruiting and training practitioners are matched by measured, 
strategic thinking.  
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Extract of coded data  
 
Prior, 2012  Coding   
“Well, my guidance teacher, she spoke to me and she 
explained everything clearly to me and she said that once 
I’d tried it for the first time, if I didn’t want to go back, I 
didn’t have to. It was up to me.”  
  
A shared theme across the stories of these conversations 
is the facilitator’s promotion of the young person’s 
agency, control and self-determination: the counselling 
is presented as a service which they may choose to 
access, in order to assess if it meets their needs, as they 
define them, and which they are free to stop at any 
time.    
  
In some accounts, the facilitator emphasises the 
counsellor’s expertise in areas where other school staff 
are not always equipped.  
  
“Mrs Jones suggested it, because she felt that it wouldn’t 
help me, or do me any good, to continue talking to her, it 
would be better if I spoke to someone who would know 
more and be probably able to help me more than she 
could.”  
  
Yet the unfamiliarity and separateness of the counsellor 
also provided reassurance that the concerns they need to 
discuss will be kept separate from the rest of their lives 
and information will not flow out in ways which have 
unwanted consequences.   
  
For Alison, the counsellor’s separateness was a key 
factor in her decision to engage: “I had like an anger 
management thing in here, but if you told them anything 
like confidential, like anything that happens at home, 
they have to go and tell the Head to see if you need 
social work or anything. Especially, cos, like, they’re 
teachers in the school as well, like, maths teachers and 
that. So I stopped going to that. And then that’s how I 
knew I wanted somebody that I could talk to that 
wouldn’t go back and tell anybody about it.”    
  
Stigmatisation concerns loom large. These are 
eloquently conveyed in Maria’s recollection of her pre-
engagement fears: “I was like that, I’m gonna get to 
hear, like, there’s something wrong with me or 
something like that. People would think, like, I’m 
psycho or that.”  
  































 Perception that teachers are obliged to break 
confidentiality   
  
  





Stigma associated with help-seeking   
  
  




Themes developed in qualitative synthesis 
 
Theme Subtheme Codes Quote  Corresponding theme from 
included papers  
Impact of school 
context  
School as venue School perceived as familiar 
and comfortable 
“It was quite good doing it in school, ‘cause 
we’re all comfortable with our surroundings 
[...] whereas if we done it in a place we’ve 
never been to before, we’d be a bit, like, on 
edge” McKeague et al., 2018  
 
‘Impact of the organisational 
context’ Kendal et al., 2014 
Public setting limits 
confidentiality 
"Two students suggested that a different 
location might be beneficial, with one 
expressing the concern that privacy and 
confidentiality might not be fully assured in 
the school setting" McKeague et al., 2018  
 
‘Lack of confidentiality’ Kendal 
et al., 2014 
‘Confidentiality’ Fox & Butler, 
2007 
Need for a discreet venue “People don’t actually see you going into the 
room...Yes, they do, it’s on the Year 9 
corridor!" Fox & Butler, 2007 
 
 
Need for an easily accessible 
venue 
 
"It needs to be easy to find and pupils need to 
be told where it is" Fox & Butler, 2007 
 
Balancing demands 
of school day 
Positive and negative aspects of 
missing lessons/activities 
“They took us out of lessons, that you kind of 
needed to be in, working towards the exam” 
Cale et al., 2020 
“I loved it! It just really helped me like, 
having a break from school, for what was a 
positive thing” Cale et al., 2020 
 
‘Barriers to attending a school-
based intervention’ McKeague 
et al., 2018 
Time commitment too great "Students did not feel able to give up the 
amount of time that was required" McKeague 




school community  
Poor awareness warrants 
promotion  
"Participants also felt it was important that the 
availability of support should be better 
‘Awareness of the school 
counselling service’ Fox & 
Butler, 2007 
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advertised, therefore normalising help-




Referral processes Self-referral promotes 
engagement 
"Students spoke in favour of the self-referral 
route....most acted independently prompted by 
awareness of personal need combined with 
publicity in school" Kendall et al., 2011 
 
 
Promoting choice and agency "My guidance teacher spoke to me and she 
explained everything clearly to me and said 
that once I'd tried it for the first time, if I didn't 
want to go back, I didn't have to. It was up to 
me" Prior, 2012 
 
 
Support from trusted adult to 
engage 
"Backing from Mrs Smith [that helped me 
go]. I didn’t actually know what to expect 
really" Prior, 2012 
 
 
Positive impact of being 
targeted 
“Faye said she felt lucky and special to have 
been chosen” Evans et al., 2015 
 
 
Unhelpful consequences of 
being targeted  
"We thought we were being picked on because 
we were like, stupid" Cale et al., 2020 
‘Negative labelling: inspiring 
resistance and rejection’ Evans 
et al., 2015 
 
Internal or external 
facilitation  
Dual teacher-facilitator role as 
problematic  
"There was consensus between the students 
that they should be wary of trusting staff, 
particularly teachers, with personal 
information" Kendal et al., 2014 
 
 
Expertise of external facilitator  "Counsellor's expertise in areas where other 




Preference to disclose to non-
teaching staff 
"You kind of felt that even though they were 
older than you, you were kind of in the same 
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boat, you were on the same level" Segrott et 
al., 2013 
 
‘Delivery by pastoral and 
support staff’ - Kendal et al., 
2011 
Non-teacher facilitation 
supports trust in confidentiality  
"The unfamiliarity and separateness of the 
counsellor also provided reassurance that the 
concerns they needed to discuss will be kept 
separate from the rest of their lives and 
information will not flow out in ways which 





Need for earlier intervention "Participants felt that it was important that 
support should be offered to young people at 
an early stage, before the development of 
potentially serious mental health issues" 
Spencer et al., 2020 
 
 
Proximity to exams as 
unhelpful  
"Young people expressed concerns over their 
timings and particularly their proximity to 





Role of stigma Self-stigma "On the other, there was a clutch of risks that 
had to be considered, including feeling 




Fear that help-seeking risks 
exposure and judgement  
“Stigmatisation concerns loom large as they 
consider what other people might think if they 
discovered the young person was in 
counselling” Prior, 2012 
‘Students’ fear of emotional 
exposure in school; weighing up 
the risks’ Kendal et al., 2014 
 
'The risk of others finding out' 
Fox & Butler, 2007 
 
Perceived need Interest in receiving support “I know some people who have been ... and 
she is fully booked and they haven’t been able 
to go and see her for like 23 weeks" Fox & 
Butler, 2007 
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Rather manage independently “[CYP] reported feeling able to cope with 
stress by themselves” – McKeague et al., 2018 
 
 
Response of peers Indifference " Young people felt that others simply would 
not care whether they were doing it or not" 
McGeechan et al., 2019 
 
‘Discussing participation with 
those not part of the group’ 
McGeechan et al., 2019 
Jealousy “One young person in particular discussed that 
his friends had been quite jealous when they 
heard he got out of class to take part” 
McGeechan et al., 2019 
 
Curiosity ""It’s during lesson time and they want to 










Research Ethics Committee letter of favourable ethical opinion 
 
 




















































































R&D approvals for recruiting staff for research  
 
 















































Round 1 participant information sheet 
 
Information about the research 
Project Title: A Delphi survey investigating the implementation of a new workforce of school-based mental 
health practitioners 
Hello, my name is Becky Forsyth and I am a trainee clinical psychologist at Salomons Institute for Applied 
Psychology.  
I would like to invite you to take part in my doctoral research study into Children’s Wellbeing 
Practitioner/Education Mental Health Practitioner services based in schools.  
Before you make your decision, it is important that you understand why I am conducting this research and 
what taking part would involve. 
What is the purpose of the study?  
Children’s Wellbeing Practitioners (CWPs) and Education Mental Health Practitioners (EMHPs) have started 
working with young people in schools over the last three years.   
This workforce was introduced by the Government to provide a service to young people experiencing anxiety 
or low mood, without attending CAMHS. 
This is a new initiative and at present we don’t know a lot about how it is being experienced by the different 
groups of people involved.  
I am using a type of research called a Delphi survey, which involves three different stages, to find out what 
people think of this new service and to seek ideas on how it could be improved in the future.  
Why have I been invited to take part?   
I am finding out what different people involved in this new way of working think.  I am expecting that everyone 
involved will have different but equally important points of view. I am talking to CWP/EMHPs, their supervisors, 
and school link workers. 
I am hoping to put all these peoples’ thoughts and ideas together to get an overall view of what everyone 
thinks and to generate ideas on how to improve the continued roll out of this new workforce. 
Do I have to take part? 
No. Taking part is entirely voluntary; it is completely up to you if you would like to take part. You are not 
obliged to take part as part of your job. 
If you do decide to take part, you are free to change your mind at any point during the research without 
having to give a reason. 
What will happen if I take part? 
This research involves three stages. 
You can decide if you want to take part in all three stages or Stages 2 and 3 only.  
Stage 1:  
If you would like to take part in Stage 1 and you are a CWP/EMHP or school link worker, you will be asked to 
complete an online questionnaire about what you think is good and bad about CWP/EMHPs working in 
schools and how you think this service could be improved in future. If you prefer, you could also complete this 
questionnaire with me by telephone. If you complete this questionnaire over the phone, it will be audio 
recorded over speakerphone, to allow me to transcribe this information.  




If you would like to take part in Stage 1 and you are a CWP/EMHP supervisor, you can choose if you would 
like to complete this questionnaire online or with me by telephone. This would be audio recorded over 
speakerphone, to allow me to transcribe this information. Once transcribed, all interview data will be 
destroyed. 
Stage 2: 
Stage 2 involves filling in an online questionnaire that will be sent to you by email. This questionnaire will 
comprise a list of statements put together from ideas that people had at Stage 1. You will be asked to rate 
how much you agree with each statement.  
Stage 3: 
A few weeks after Stage 2, I will send a final questionnaire to complete by email. This will look very similar to 
the questionnaire you answered in Stage 2 but will show how your scores compare with those of other 
people. You will be asked to rate how much you agree with each statement again. The reason you will be 
asked to do this for a second time is that there is a chance you might change your mind when you see what 
other people have answered. 
As a thank you for taking part, you will be entered to a prize draw for a chance to win a £20 Amazon voucher 
for each of the three rounds you participate in.  
How long will it take?  
The Stage 1 questionnaires/phone interview would take around 20 minutes to complete.  
The Stage 2 and 3 questionnaires should take around 15-20 minutes to complete.  
There will be a few weeks’ gap between each stage. 
What are the possible benefits of taking part?  
The information you share will help us to understand more about how this initiative is being experienced in 
schools and will inform recommendations made to improve these services.  
What are the possible risks of taking part?   
Taking part will use up some of your free time as you will need to answer the questionnaires outside your 
normal working hours.  
During the three rounds of the study, there may be some repetition in the sort of questions asked which could 
feel a little tiresome. This reason we do things that way is to see if we can get different groups of stakeholders 
to agree about what is important about having CWPs and EMHPs in schools.  
It might feel difficult to give feedback about the initiative that isn’t entirely positive. However, this feedback will 
not be linked to you personally, and is important information for us to know about in improving services in the 
future.  
How will I use information about you? 
I will need to use information from you for this research project. 
This information will include your age, gender, ethnicity, professional title, and your level of involvement with 
the initiative. 
I will keep all information about you safe and secure.   
I will write my report in a way that no-one can work out that you took part in the study. 
Will participation be confidential?  
Yes. We will follow ethical and legal practice and all information will be handled in confidence.  
I would only share information with other professionals if I have reason to be worried about someone’s safety. 
All information and notes from the study will be made anonymous and kept in a secure place. 




Information from the study will be stored securely at Salomons Institute for Applied Psychology for five years 
after the project is complete and will then be destroyed.  
What if there is a problem? 
If you have any concerns or complaints about anything to do with the study during participation, please do not 
hesitate to contact me by email (bf103@canterbury.ac.uk) or phone (01227 927070) and I will do my best to 
answer any questions you have. 
If I am not able to answer your questions in a satisfactory way, and you would like to talk to someone further 
about anything that you were not happy with, you can contact Dr Fergal Jones, the Research Director at 
Salomon’s Institute for Applied Psychology (Tel: 01227 927110 or Email: fergal.jones@canterbury.ac.uk). 
If you would like to contact the Data Protection Officer for the Sponsor, please email Deborah Chadwick on 
deborah.chadwick@canterbury.ac.uk or call 01227 927074. 
What will happen if I begin taking part but then decide that I don’t want to carry on with the study?  
You can stop being part of the study at any time, without giving a reason, but we will keep information 
collected from you that we already have for analysis.  
If you choose to stop taking part in the study and would like information collected from you until this point to 
be deleted and not used for analysis, this will be respected.  
Who is organising and funding the research? 
This research project forms part of the assessment for my Doctorate in Clinical Psychology training 
programme. The study is funded and organised by Salomons Institute for Applied Psychology which is part of 
Canterbury Christ Church University. 
Who has reviewed the study? 
All research conducted in the NHS is looked at by an independent group of people (Research Ethics 
Committee) to protect participants’ interests. This group of people look at the plans of a research study 
before it begins and agree for the study to go ahead if it meets high standards for keeping participants safe 
from any potential harm. This study has been reviewed to make sure that I am working in a safe way by the 
London Central REC and has been granted Health Research Authority Approval (Reference: 20/LO/0450) 
What will happen to the results of the research study? 
When the research is finished it will be written up in a report which will be available to everyone who has taken 
part. The results of the research may be published in a scientific journal, online and in print. You will not be 
identified in any report or publication. 
The results of the study will also form part of my doctoral thesis to become a qualified clinical psychologist.  
Taking part  
You might like to talk to someone about this information and whether you would like to participate. If you have 
questions to ask, then please do contact me by emailing bf103@canterbury.ac.uk or leaving a voicemail at 
01227 927070 and I will get back to you as soon as I can.  
If following this you decide to take part, you can access the relevant Round 1 questionnaire using the 
following links. I hope to complete recruitment for Round 1 over the next few weeks.  
 
If you are a school-based CWP or EMHP: 
https://cccusocialsciences.az1.qualtrics.com/jfe/form/SV_1YNtHg7pim82X1r 
 
If you are a school link worker: https://cccusocialsciences.az1.qualtrics.com/jfe/form/SV_5A2AvgPvIVYKybj 





If you are a supervisor: https://cccusocialsciences.az1.qualtrics.com/jfe/form/SV_9RdWuyLGQ1SehEN 
 
 
Thank you for your interest in this research study 
 
  





Round 2 participant information sheet 
 
Information about the research 
Project Title: A Delphi survey investigating the implementation of a new workforce of school-based mental 
health practitioners 
Hello, my name is Becky Forsyth, I am a trainee clinical psychologist at Salomons Institute for Applied 
Psychology.  
I would like to invite you to take part in my doctoral research study into Children’s Wellbeing 
Practitioner/Education Mental Health Practitioner services based in schools.  
Before you make your decision, it is important that you understand why I am conducting this research and 
what taking part would involve. 
What is the purpose of the study?  
Children’s Wellbeing Practitioners (CWPs) and Education Mental Health Practitioners (EMHPs) have started 
working with young people in schools over the last three years.   
This workforce was introduced by the Government to provide a service to young people experiencing anxiety 
or low mood, without attending CAMHS. 
This is a new initiative and at present we don’t know a lot about how it is being experienced by the different 
groups of people involved.  
I am using a type of research called a Delphi survey to find out what people think of this new service and to 
seek ideas on how it could be improved in the future.  
Why have I been invited to take part?   
I am finding out what different people involved in this new way of working think.  I am expecting that everyone 
involved will have different but equally important points of view. I am talking to CWP/EMHPs, their supervisors, 
and school link workers. 
I am hoping to put all these peoples’ thoughts and ideas together to get an overall view of what everyone 
thinks and to generate ideas on how to improve the continued roll out of this new workforce. 
Do I have to take part? 
No. Taking part is entirely voluntary; it is completely up to you if you would like to take part. You are not 
obliged to take part as part of your job. 
If you do decide to take part, you are free to change your mind at any point during the research without 
having to give a reason. 
What will happen if I take part? 
This research is comprised of three stages.  
I have completed Stage 1 of the research. This involved asking CWP/EMHPs, their supervisors and school 
link workers about what they think is good and bad about CWP/EMHPs working in schools and how this 
service could be improved in future. 
I am now recruiting participants to complete Stage 2. You are invited and eligible to take part in Stage 2 
whether you took part in Stage 1 or not.  
Stage 2: 




Stage 2 involves completing this online questionnaire. This questionnaire is comprised of a list of statements 
put together from ideas that people had at Stage 1. You will be asked to rate how much you agree with each 
statement and select the three statements you consider to be most important.  
Stage 3: 
A few weeks after Stage 2, I will send you another questionnaire to complete by email. This will look very 
similar to the questionnaire you answered in Stage 2 but will show how your scores compare with those of 
other people. You will be asked to re-rate how much you agree with each statement and which you think are 
most important. The reason you will be asked to do this for a second time is that there is a chance you might 
change your mind when you see what other people have answered. 
To be eligible to complete the Stage 3 questionnaire, you must have responded to the Stage 2 questionnaire. 
As a thank you for taking part, you will be entered to a prize draw for a chance to win a £20 Amazon voucher 
for each of the three rounds you participate in.  
How long will it take?  
The Stage 2 and 3 questionnaires should take around 15-20 minutes to complete.  
There will be a few weeks’ gap between stages. 
What are the possible benefits of taking part?  
The information you share will help us to understand more about how this initiative is being experienced in 
schools and will inform recommendations made to improve these services.  
What are the possible risks of taking part?   
Taking part will use up some of your free time as you will need to answer the questionnaires outside your 
normal working hours.  
During the different rounds of the study, there may be some repetition in the sort of questions asked which 
could feel a little tiresome. This reason we do things that way is to see if we can get different groups of 
stakeholders to agree about what is important about having CWPs and EMHPs in schools.  
It might feel difficult to give feedback about the initiative that isn’t entirely positive. However, this feedback will 
not be linked to you personally, and is important information for us to know about in improving services in the 
future.  
How will I use information about you? 
I will need to use information from you for this research project. 
This information will include your age, gender, ethnicity, professional title, and your level of involvement with 
the initiative. 
I will keep all information about you safe and secure.   
I will write my report in a way that no-one can work out that you took part in the study. 
Will participation be confidential?  
Yes. We will follow ethical and legal practice and all information will be handled in confidence.  
I would only share information with other professionals if I have reason to be worried about someone’s safety. 
All information and notes from the study will be made anonymous and kept in a secure place. 
Information from the study will be stored securely at Salomons Institute for Applied Psychology for five years 
after the project is complete and will then be destroyed.  
What if there is a problem? 




If you have any concerns or complaints about anything to do with the study during participation, please do not 
hesitate to contact me by email (bf103@canterbury.ac.uk) or phone (01227 927070) and I will do my best to 
answer any questions you have. 
If I am not able to answer your questions in a satisfactory way, and you would like to talk to someone further 
about anything that you were not happy with, you can contact Dr Fergal Jones, the Research Director at 
Salomon’s Institute for Applied Psychology (Tel: 01227 927110 or Email: fergal.jones@canterbury.ac.uk). 
If you would like to contact the Data Protection Officer for the Sponsor, please email Deborah Chadwick on 
deborah.chadwick@canterbury.ac.uk or call 01227 927074. 
What will happen if I begin taking part but then decide that I don’t want to carry on with the study?  
You can stop being part of the study at any time, without giving a reason, but we will keep information 
collected from you that we already have for analysis.  
If you choose to stop taking part in the study and would like information collected from you until this point to 
be deleted and not used for analysis, this will be respected.  
Who is organising and funding the research? 
This research project forms part of the assessment for my Doctorate in Clinical Psychology training 
programme. The study is funded and organised by Salomons Institute for Applied Psychology which is part of 
Canterbury Christ Church University. 
Who has reviewed the study? 
All research conducted in the NHS is looked at by an independent group of people (Research Ethics 
Committee) to protect participants’ interests. This group of people look at the plans of a research study 
before it begins and agree for the study to go ahead if it meets high standards for keeping participants safe 
from any potential harm. This study has been reviewed to make sure that I am working in a safe way by the 
London Central REC and has been granted Health Research Authority Approval (Reference: 20/LO/0450). 
What will happen to the results of the research study? 
When the research is finished it will be written up in a report which will be available to everyone who has taken 
part. The results of the research may be published in a scientific journal, online and in print. You will not be 
identified in any report or publication. 
The results of the study will also form part of my doctoral thesis to become a qualified clinical psychologist.  
Taking part  
You might like to talk to someone about this information and whether you would like to participate. If you have 
questions to ask, then please do contact me by emailing bf103@canterbury.ac.uk or leaving a voicemail at 
01227 927070 and I will get back to you as soon as I can.  
 














Round 3 participant information sheet  
 
Information about the research 
 
Project Title: A Delphi survey investigating the implementation of a new workforce of school-based mental 
health practitioners 
Hello, my name is Becky Forsyth, I am a trainee clinical psychologist at Salomons Institute for Applied 
Psychology.  
I would like to invite you to take part in my doctoral research study into Children’s Wellbeing 
Practitioner/Education Mental Health Practitioner services based in schools.  
Before you make your decision, it is important that you understand why I am conducting this research and 
what taking part would involve. 
What is the purpose of the study?  
Children’s Wellbeing Practitioners (CWPs) and Education Mental Health Practitioners (EMHPs) have started 
working with young people in schools over the last three years.   
This workforce was introduced by the Government to provide a service to young people experiencing anxiety 
or low mood, without attending CAMHS. 
This is a new initiative and at present we don’t know a lot about how it is being experienced by the different 
groups of people involved.  
I am using a type of research called a Delphi survey to find out what people think of this new service and to 
seek ideas on how it could be improved in the future.  
Why have I been invited to take part?   
I am finding out what different people involved in this new way of working think.  I am expecting that everyone 
involved will have different but equally important points of view. I am talking to CWP/EMHPs, their supervisors, 
and school link workers. 
I am hoping to put all these peoples’ thoughts and ideas together to get an overall view of what everyone 
thinks and to generate ideas on how to improve the continued roll out of this new workforce. 
Do I have to take part? 
No. Taking part is entirely voluntary; it is completely up to you if you would like to take part. You are not 
obliged to take part as part of your job. 
If you do decide to take part, you are free to change your mind at any point during the research without 
having to give a reason. 
What will happen if I take part? 
This research is comprised of three stages.  
I have completed Stages 1 and 2 and am now inviting participants to complete the third and final stage. 
Stage 1 involved asking CWP/EMHPs, their supervisors and school link workers about what they think is good 
and bad about CWP/EMHPs working in schools and how this service could be improved in future. 
Stage 2 involved asking CWP/EMHPs, their supervisors and school link workers to complete an online 
questionnaire comprised of a list of statements put together from ideas that people had at Stage 1. 




Participants rated how far they agreed with each statement and selected the three statements they 
considered to be most important.  
Stage 3 involves completing a final online questionnaire. This questionnaire looks very similar to the one you 
completed at Stage 2, but shows how your ratings compare with those of other people.  
This questionnaire asks you to re-rate how much you agree with each statement and pick three statements 
that you think are the most important. The reason you are being asked to do this for a second time is that 
there is a chance you might change your mind when you see what other people have answered. 
As a thank you for taking part, you will be entered to a prize draw for a chance to win a £20 Amazon voucher 
for each of the three rounds you participate in.  
How long will it take?  
The Stage 3 questionnaire should take around 15-20 minutes to complete.  
What are the possible benefits of taking part?  
The information you share will help us to understand more about how this initiative is being experienced in 
schools and will inform recommendations made to improve these services.  
What are the possible risks of taking part?   
Taking part will use up some of your free time as you will need to answer the questionnaires outside your 
normal working hours.  
During the different rounds of the study, there may be some repetition in the sort of questions asked which 
could feel a little tiresome. This reason we do things that way is to see if we can get different groups of 
stakeholders to agree about what is important about having CWPs and EMHPs in schools.  
It might feel difficult to give feedback about the initiative that isn’t entirely positive. However, this feedback will 
not be linked to you personally, and is important information for us to know about in improving services in the 
future.  
How will I use information about you? 
I will need to use information from you for this research project. 
This information will include your age, gender, ethnicity, professional title, and your level of involvement with 
the initiative. 
I will keep all information about you safe and secure.   
I will write my report in a way that no-one can work out that you took part in the study. 
Will participation be confidential?  
Yes. We will follow ethical and legal practice and all information will be handled in confidence.  
I would only share information with other professionals if I have reason to be worried about someone’s safety. 
All information and notes from the study will be made anonymous and kept in a secure place. 
Information from the study will be stored securely at Salomons Institute for Applied Psychology for five years 
after the project is complete and will then be destroyed.  
What if there is a problem? 
If you have any concerns or complaints about anything to do with the study during participation, please do not 
hesitate to contact me by email (bf103@canterbury.ac.uk) or phone (01227 927070) and I will do my best to 
answer any questions you have. 
If I am not able to answer your questions in a satisfactory way, and you would like to talk to someone further 
about anything that you were not happy with, you can contact Dr Fergal Jones, the Research Director at 
Salomon’s Institute for Applied Psychology (Tel: 01227 927110 or Email: fergal.jones@canterbury.ac.uk). 




If you would like to contact the Data Protection Officer for the Sponsor, please email Deborah Chadwick on 
deborah.chadwick@canterbury.ac.uk or call 01227 927074. 
What will happen if I begin taking part but then decide that I don’t want to carry on with the study?  
You can stop being part of the study at any time, without giving a reason, but we will keep information 
collected from you that we already have for analysis.  
If you choose to stop taking part in the study and would like information collected from you until this point to 
be deleted and not used for analysis, this will be respected.  
Who is organising and funding the research? 
This research project forms part of the assessment for my Doctorate in Clinical Psychology training 
programme. The study is funded and organised by Salomons Institute for Applied Psychology which is part of 
Canterbury Christ Church University. 
Who has reviewed the study? 
All research conducted in the NHS is looked at by an independent group of people (Research Ethics 
Committee) to protect participants’ interests. This group of people look at the plans of a research study 
before it begins and agree for the study to go ahead if it meets high standards for keeping participants safe 
from any potential harm. This study has been reviewed to make sure that I am working in a safe way by the 
London Central REC and has been granted Health Research Authority Approval (Reference: 20/LO/0450). 
What will happen to the results of the research study? 
When the research is finished it will be written up in a report which will be available to everyone who has taken 
part. The results of the research may be published in a scientific journal, online and in print. You will not be 
identified in any report or publication. 
The results of the study will also form part of my doctoral thesis to become a qualified clinical psychologist.  
Taking part  
You might like to talk to someone about this information and whether you would like to participate. If you have 
questions to ask, then please do contact me by emailing bf103@canterbury.ac.uk or leaving a voicemail at 
01227 927070 and I will get back to you as soon as I can.  
 




















Round 1 CWP/EMHP questionnaire 
 
 
I have read and understood the information sheet (Dated: 19/06/2020, Version: 3); I have been able to 
ask questions about the research, and have had any questions answered 
 
I agree 
I do not agree  
 
I understand that I do not have to take part in this study and that I can stop being part of the study at any 
time, without having to give a reason 
 
I agree 
I do not agree  
 
I understand that the study involves completing three questionnaires 
 
I agree 
I do not agree  
 




I do not agree  
 
I understand that my responses may be looked at by the project supervisors and I give permission for 
this   
 
I agree 
I do not agree  
 
I understand that my responses will be kept strictly confidential 
 
I agree 
I do not agree  
 
I agree that anonymous quotes from my responses may be used in published reports of the study 




I do not agree  
 
I understand that I will be entered to a prize draw to receive a £20 Amazon voucher as a thank you gift for 
completing this questionnaire 
 
I agree 
I do not agree  
 
I agree to take part in the study 
 
I agree 
I do not agree  













































Please briefly outline the interventions you use in your role as a school-based CWP/EMHP 
 
 








In your opinion, how far do the interventions you have been trained in meet the needs of the young 
people you have worked with? 







What have been the main challenges you have experienced as a school-based CWP/EMHP? 
 
 


















Do you have any thoughts about how successful this support has been, or what could be improved about 








Do you have any final thoughts or feedback you would like to share about your work as a CWP/EMHP in 




Thank you very much for taking the time to complete this questionnaire.  
 
You have now been entered into the prize draw for this round of the research study. 
 

















Round 1 school link worker questionnaire  
 
 
I have read and understood the information sheet (Dated: 19/06/2020, Version: 3); I have been able to 
ask questions about the research, and have had any questions answered 
 
I agree 
I do not agree  
 
I understand that I do not have to take part in this study and that I can stop being part of the study at any 
time, without having to give a reason 
 
I agree 
I do not agree  
 
I understand that the study involves completing three questionnaires 
 
I agree 
I do not agree  
 




I do not agree  
 
I understand that my responses may be looked at by the project supervisors and I give permission for 
this   
 
I agree 
I do not agree  
 
I understand that my responses will be kept strictly confidential 
 
I agree 
I do not agree  
 
I agree that anonymous quotes from my responses may be used in published reports of the study 




I do not agree  
 
I understand that I will be entered to a prize draw to receive a £20 Amazon voucher as a thank you gift for 
completing this questionnaire 
 
I agree 
I do not agree  
 
I agree to take part in the study 
 
I agree 
I do not agree  





























How long have you had a CWP/EMHP in your school? 
 
 
How did you end up becoming a school 'link worker' for this initiative? 
 
 









What have been the benefits of having a CWP/EMHP in your school? 
 
 
What have been the main challenges of having a CWP/EMHP in your school? 
 
 
Please describe any specific practical issues you have encountered: 
 
 
Please describe any specific communication issues you have encountered: 
 
 








In your opinion, how far do CWP/EMHP interventions meet the needs of young people in your school? 
 
 




In your opinion, how could the role of CWP/EMHP develop to best meet the needs of schools? 
 
 
In your opinion, how could the introduction of CWP/EMHPs in schools be improved? 
 
 
Do you have any final thoughts or feedback you would like to share about how the CWP/EMHP role has 
been implemented in your school? 
 
 
Thank you very much for taking the time to complete this questionnaire.  
 
You have now been entered into the prize draw for this round of the research study. 
 









Round 1 supervisor questionnaire  
 
 
I have read and understood the information sheet (Dated: 19/06/2020, Version: 3); I have been able to 
ask questions about the research, and have had any questions answered 
 
I agree 
I do not agree  
 
I understand that I do not have to take part in this study and that I can stop being part of the study at any 
time, without having to give a reason 
 
I agree 
I do not agree  
 
I understand that the study involves completing three questionnaires 
 
I agree 
I do not agree  
 




I do not agree  
 
I understand that my responses may be looked at by the project supervisors and I give permission for 
this   
 
I agree 
I do not agree  
 
I understand that my responses will be kept strictly confidential 
 
I agree 
I do not agree  
 
I agree that anonymous quotes from my responses may be used in published reports of the study 




I do not agree  
 
I understand that I will be entered to a prize draw to receive a £20 Amazon voucher as a thank you gift for 
completing this questionnaire 
 
I agree 
I do not agree  
 
I agree to take part in the study 
 
I agree 
I do not agree  
































How did you come to the role of CWP/EMHP supervisor? 
 
 
How early in the introduction of CWP/EMHPs to your Trust were you involved? 
 
 





What has worked well in introducing CWP/EMHPs to schools in your area?  
 
 
What have been the main challenges in introducing CWP/EMHPs to schools in your area? 
 
 
Were these challenges expected or unexpected? 
 
 
Please describe any specific practical issues you have encountered: 
 
 
Please describe any specific communication issues you have encountered: 
 
 












How far are interventions offered by CWP/EMHPs appropriate to the needs of young people in schools? 
What could improve this? 
 
 
How far do CWP/EMHP interventions fit with the ethos of schools in your area? 
 
 
How far have CWP/EMHPs been able to embed to the schools they work in? What could improve this? 
 
 




How could the school-based CWP/EMHP role develop in future? 
 
 




How could the continued roll-out of school-based CWP/EMHPs be best supported? 
 
 
Do you have any final thoughts or feedback you would like to share about CWP/EMHPs in schools that it 
would be useful for us to know? 
 
 
Thank you very much for taking the time to complete this questionnaire.  
 
You have now been entered into the prize draw for this round of the research study. 
 
Please contact Becky Forsyth (bf103@canterbury.ac.uk) if you have any questions. 
 
  









Questionnaire data (school link worker) Coding  
They need to spend more time in the school 
- such as a whole day, rather than 3 hours to 
see 3 pupils. This is problematic for 
scheduling sessions, as there is very little 
choice of subjects they have to miss. 
 
 
If they spent longer within the school, they 
might be able to plan assemblies - reaching 
out to more students & generally have time 
to get to know some staff & how the school 
runs. They could also run small groups. 
 
 
They could help pupils in crisis & following 
up with them. Giving advice to staff on the 
best way to handle some of the mental 
health issues that arise. 
 
 
An easier referral system with a simpler 
form to fill in. A dedicated day a week in a 
particular school - to make planning easier. 
 
 
It would help if EMHPs were expected to 
attend school in the same way that teachers 
have to, in order to become more integrated 
and have better relationships with students 
& staff. To provide training and resources 
for members of the Inclusion team.  
 
Not enough time in each school 
 












Working with greater complexity of 














Providing training, consultation and sign-
posting to schools  





Round 2 questionnaire 
 
Welcome to the second stage of my research into Children’s Wellbeing Practitioner/Education Mental 
Health Practitioner services in schools. 
The next step of the Delphi survey involves completing a questionnaire comprised of a list of statements 
put together from participant responses at Stage 1.  
You will be asked to rate how far you agree or disagree with each statement and select the three 
statements you consider to be most important. 
Before proceeding, please take a moment to look over the participant information sheet attached below. 
If you have any questions before you take part, please contact me by emailing bf103@canterbury.ac.uk 
 
Thank you very much 
 
I have read and understood the information sheet (Dated: 21/01/2021, Version: 4); I have been able to 
ask questions about the research, and have had any questions answered 
I agree 
I do not agree  
 
I understand that I do not have to take part in this study and that I can stop being part of the study at any 
time, without having to give a reason 
I agree 
I do not agree  
 
 I understand that participating involves completing two questionnaires 
I agree 
I do not agree  
 
I understand that my responses may be looked at by the project supervisors and I give permission for 
this   
I agree 
I do not agree  
 
I understand that my responses will be kept strictly confidential 
I agree 
I do not agree  
 
I agree that anonymous quotes from my responses may be used in published reports of the study 
findings. I understand that my name or any other identifiable information will not appear anywhere in the 
final report  
I agree 
I do not agree  
 




I understand that I will be entered to a prize draw to receive a £20 Amazon voucher as a thank you gift for 
completing this questionnaire 
I agree 
I do not agree  
 
I agree to take part in the study 
I agree 
I do not agree  
 





















Please rate how far you agree or disagree with each statement listed below 
  
NB. 'Practitioners' is used to refer to school-based CWP/EMHPs 
  




Establishing working practices with schools 
 








Adapting to the needs and culture of schools 
 





Effective and acceptable interventions 
 




















Relationship to CAMHS  
 












Future development of the role 
 





















Please write below the numbers of the three statements (from all 40 statements above) that you consider 
to be most important 
  














Thank you very much for taking the time to complete this questionnaire.  
 
You have now been entered into the prize draw for this round of the research study. 
 
Please contact Becky Forsyth (b.forsyth103@canterbury.ac.uk) if you have any questions. 
 
  





Example Round 3 questionnaire  
 
 
Welcome to the third and final stage of my research into Children’s Wellbeing Practitioner/Education 
Mental Health Practitioner services in schools. 
  
In this final questionnaire you will see the same statements shown in the previous round. This round uses 
fewer statements because ones reaching high levels of agreement last time have not been included 
again.  
  
For each statement, you will be shown how all participants responded last time, overall and by 
group. Your previous response will be highlighted in bold red. 
Participant comments from last time are also presented at the beginning of each section.  
  
This is your opportunity to either change or validate your response to each statement. 
  
If you would like to change your response, please select this from the Likert scale. 
If you would like to keep the same response, please leave the boxes blank and move on to the next 
statement.  
 
An example is shown below  
 
 
You will also be shown which statements other participants chose as the most important in Round 2. You 
will be asked to re-rate the three statements you consider to be most important. Again, if you wish to 
choose the same statements as before, please leave the boxes blank.  
  
Before proceeding, please take a moment to look over the participant information sheet attached below. 
  
If you have any questions before you take part, please contact me by emailing bf103@canterbury.ac.uk. 
  
Thank you very much 
I have read and understood the information sheet (Dated: 19/02/2021, Version: 5); I have been able to 
ask questions about the research, and have had any questions answered 
I agree 
I do not agree 





I understand that I do not have to take part in this study and that I can stop being part of the study at any 
time, without having to give a reason 
I agree 
I do not agree 
 
I understand that participating involves completing one final questionnaire 
I agree 
I do not agree 
 
I understand that my responses may be looked at by the project supervisors and I give permission for 
this   
I agree 
I do not agree 
 
I understand that my responses will be kept strictly confidential 
I agree 
I do not agree 
 
I agree that anonymous quotes from my responses may be used in published reports of the study 
findings. I understand that my name or any other identifiable information will not appear anywhere in the 
final report 
I agree 
I do not agree 
 
I understand that I will be entered to a prize draw to receive a £20 Amazon voucher as a thank you gift for 
completing this questionnaire 
I agree 
I do not agree 
 
 
I agree to take part in the study 
I agree 









In the previous round, you were asked to rate how far you agree or disagree with the following 
statements. 
Please look at the responses given by other participants in the previous round (presented as percentages 
overall and by group for each statement) and decide whether you would like to change your response or 
keep it the same.  
Your previous responses are highlighted in bold red for each statement. 
If you would like to change your response, please select this from the Likert scale.  




'Practitioner' is used to refer to school-based CWPs/EMHPs; 
'School link worker' is used to refer to members of school staff involved in hosting/liaising with a school-
based CWP/EMHP; 




'Supervisor' is used to refer to members of CAMHS staff supervising school-based CWPs/EMHPs 
 
 
Establishing working practices 
  
Participant comments from the previous round: 
 
"I think the model works well when it is a joint point of contact between supervisors and practitioners" 
 
"In some instances I feel it is best that practitioners are [point of contact] (e.g. there are a lot of schools 
and impractical for supervisors to be primary contact for all schools, gives practitioner autonomy and can 
build rapport), however at times I feel that the practitioner's remit and role is above them and instead it 
would be nice for supervisors to be more aware of schools, the relationships we have with schools, what 
we are doing in schools" 
"The EMHP team works well by practitioners organising contact with their own schools and asking 
supervisors for support when schools are difficult to contact" 
 
"Referrals need to be managed and prioritised by someone within the school. i.e. referrals should be 
made by any teacher to the school lead who then refers to EMHP" 
 
"It is much better that the practitioner is [primary contact] communicating directly as they know the 
students" 
 
"It's important that a limited number of staff make referrals - not all staff. There should be systems within a 
school where cases are triaged using the systems within the school to assess need / priority, rather than 
'anyone' being able to refer" 
 
"All staff should know how to refer and have an understanding of the service/type of case which may be 
appropriate for early intervention support GSH" 
 
"I would not have time to be the primary contact in schools. It is important for CWPs and EMHPs to 
develop relationships with the link worker so that they routinely make contact with them after sessions" 
 
"Definitely no to all school staff making direct referrals. They can recommend referrals to the link worker 
who is developing an understanding around referral thresholds. Initially, schools tend to refer the cases 
causing them the most concern - often these are not appropriate for cases for GSH" 
 

















Adapting to the needs and culture of schools 
  
Participant comments from the previous round: 
 
"Practitioners need to feel they are part of the school setting and have the opportunity to make 
relationships with staff, however for many families having a slight separation from school may help them 
form relationships with the practitioners" 
 
"EMHPs are effectively peripatetic workers, they come into school to do their interventions and then 
return to base" 
 
"It becomes difficult when confidentiality and risk comes up, as school and NHS have different 
processes. I also think that we don't always want to be seen as 'teachers' or 'staff' and for children who 
don't like school/teachers this is important. However it is important that EMHPs are seen as part of the 
school system for them to feel part of the school, otherwise they will always be seen as the outsider 











Effective and acceptable interventions 
  
Participant comments from the previous round: 
 
"There are times when low intensity interventions are not suitable to some young people, but the benefit 




of having an EMHP means that we can directly signpost these young people into the appropriate service 
and ensure any referrals being sent to CAHMS are suitable" 
 
"There needs to be a focus on exam stress, exam anxiety and perfectionism (if these are not already 
covered)" 
 
"The interventions are appropriate to a sub-population - yes, but that isn't the same as according with the 
school's priorities which are likely to focus on a different sub-population with more severe and complex 
problems" 
 
"The low intensity interventions meet some of the school needs, but [our] clients experience considerable 
social deprivation and I don't think these interventions always meet their needs. I still think there isn't 
sufficient provision in CAMHS above the MHSTs, eg a 2 year wait for assessment of ADHD and or ASD" 
 
"By capturing early anxieties and behaviours will hopefully impact on CAMHS referrals in the future" 
 
"The task with schools isn’t really one of explaining low intensity interventions for mild-to moderate MH 
problems to schools – rather, it is one of persuading them that precious resource (theirs and ours) should 
be spent on CYP with mild problems rather than the CYP with severe and complex problems that 
preoccupy the school staff" 
 
"We also need counsellors in schools who offer different work to GSH. GSH is very structured, and a lot 
of young people need counselling to talk about bullying, friendship issues, things going on at home, 
bereavement, trauma etc." 
 
 












Participant comments from the previous round: 
  
"Some schools may not need a full day whereas other schools need more. It is difficult with a smaller 
team to manage this time. Admin is also a necessary part of the EMHP job and is difficult to minimise 
whilst maintaining high levels of communication" 
 
"Either a full day or half a day, however the schools would need to be relatively close" 
 
"It is important to consider the needs of the practitioner as well and if space is available to complete other 
tasks. Important for practitioners to also have therapeutic break in the day" 
 
"The model of half a day at school and half a day at base works well as practitioners need to have a 
space to debrief with colleagues" 
 
"Visibility can vary between schools. Some are proactive in promoting the service and gaining referrals, 
whereas, some are less so due to the demands on the Mental Health Leads" 
 
"Practitioners definitely have low profile since Covid measures have been in place - schools have been 













Relationship to CAMHS 
  
Participant comments from the previous round: 
  
"I do not think EMHPs should be treated as part of CAMHS - as CAMHS has stigma attached to it that 
may potentially limit the amount of young people that would come forward for less intense early 
intervention" 
 
"Being seen as CAMHS staff supports the step up and step down process, risk management, supervision 
and a team around the child approach" 
 
"Intuitively it sounds a  good idea for EMHPs to be the link between school and wider CAMHS, while they 
can offer brief advice I would not want this to be their role as they will get caught up in discussions that 
will take them away from their CYP practise" 
 
"Tricky balance, for MHSTs not to get sucked too far into CAMHS, and end up emulating  CAMHS 
systems/including long wait lists.  They need to stay their course and focus on work in schools. I strongly 
feel therefore teams need to have a balance of clinical professionals as well as educational psychologists 
- as there needs to be an emphasis on a new way of working, not doing the same as CAMHS and getting 
stuck. MHSTs need to think systemically too, as well as having GSH as a robust base; they need to be 
















Future development of the role 
  
Participant comments from the previous round: 
 
"I think practitioners should at least be given basic training in other mental health conditions outside of 
anxiety/depression/challenging behaviour. I recently had a case that included eating disorder linked 
behaviour and was unclear on what questions I specifically needed to ask in order to refer into CAMHS" 
 
"I think there are so many different early interventions that the EMHP could offer and that would 
significantly reduce the current strain felt in CAMHS...Our team have recently produced materials around 
ASC/ADHD which I feel is also increasingly important, especially in primary schools" 
 




"It is always important to have extra training around self-harm and emotional regulation, etc. However, as 
a CWP I would signpost young people and parents to more appropriate services, e.g. drug and alcohol 
and trauma services as I know they exist in our borough and we have links to these services and I feel I 
am not the right person to support with this. After all we are early intervention - mild-moderate" 
 
"More training would be positive particularly around self harm as this is often a presenting concern. For 
some other approaches it would need to be considered if the young person would want to discuss that in 
school (pros and cons) and if this would keep it an early intervention service" 
 
"I definitely agree that more training is required for practitioners to work with more complex presentations- 
self-harm doesn't always mean that the young person is high risk" 
 
"Mostly no, a mild level of self harm, not drug and alcohol or trauma - CBT trainees could be better placed 
to work on these areas" 
 
"Maintain early intervention approach.  Wider training basis, would mean more  approaches could be 
offered on a menu, because not all schools will want the same thing.  Challenge is working out service 
priorities, as if you do more of one thing, you need to do less of something else" 
 
"I feel there is a gap between the service we offer and the service CAMHS offer. If there were further 
training and CPD, or even CYP-IAPT CBT therapists built into the team, this means we could offer 
interventions to a greater population and this could include trauma informed approaches, more complex 
cases, etc. I don't think this is suitable for an EMHP to offer without the training" 
 
"Expanding the scope of the EMHP role needs to be done in a measured way that co-evolves with the 
wider system" 
 
"Having a clinical psychologist or higher band who can work across several schools, or expand CAMHS 
















Participant comments from the previous round: 
 
"Spreading the resource too thinly (in an effort to achieve equity / access hard to reach schools) and 
trying to be all things to all people / mission creep are 2 of the biggest existential threats to MHSTs" 
 
"Sharing best practice = talking shop for bragging about 'creative' initiatives that are shiny but not 
sustainable - or likely even effective. Could be really good with the right framework / terms of reference" 
 
"The initial vision was very sound - but always vulnerable to mission creep" 
 
"Funding needs to be secure so that the service can plan for the future and schools can commit to the 
service" 
 
"There is still a big workforce issue around career pathways for EMHPs. These practitioners are usually 
highly capable people who want to pursue a career in CAMHS but there is little scope for progressing" 
 
"I do not feel that schools should be able to buy in practitioner time - as this enables an unequal access 
for schools that are privately funded, have more money and therefore some of the poorest children in 
society will be unfairly impacted" 
 
"The purpose of the initiative should not be expanded beyond providing early intervention for 
mild/moderate mental health difficulties' - this is wholly dependant on whether there is an intention to train 
new staff/upskill existing staff. It is not fair to focus on more complex presentations with staff trained to 

































In Round 2, you were asked to select the three statements you thought were the most important. 
 
A table attached here (Statement Rankings.docx) shows how all participants voted. 
 
You chose statement 7, 24 and 40 
 
If you would like to change your top three statements now, please write them below (these do not need to 
be ranked). 
If you would like to keep the same statements, please leave the box blank.  
 















Thank you very much for taking the time to complete this questionnaire.  
 
You have now been entered into the prize draw for this round of the research study. 
 
This is the final round of the study. You will be contacted with a report of the study findings when they are 
available if you have requested this. 
 
Please contact Becky Forsyth (bf103@canterbury.ac.uk) if you have any questions. 
 
  





Abridged extract from research diary 
 
September 2020 
I can finally begin recruitment! The ethics process ended up being very long and complicated. I 
feel like I almost lost touch with what the Delphi process actually involves in the midst of all the 
REC, HRA and R&D paperwork. At points, I regretted not applying for university ethics and 
recruiting via Twitter, but then I could not be sure who my participants were and how CWPs and 
EMHPs work in different areas.  
November 2020 
Thematic analysis of my Round 1 data has taken longer than anticipated. Due to delays with 
ethical approval, I notice I am feeling a sense of urgency about my work. My supervisor advised 
that I take some time away from the data before returning to it and revising my themes. I had a 
higher number of responses from CWPs and EMHPs and they tended to write longer responses 
to each question than supervisors or school link workers did. It was helpful to take a break and 
come back to it with ‘fresh eyes.’  
January 2021  
I have been attending team meetings via Zoom to facilitate recruitment for Round 2. I am 
developing a sense that the infrastructure around MHSTs seems to have developed a lot since I 
worked as a CWP, where we felt quite niche within CAMHS. I remember clinicians sometimes 
asking who we were when we were at the team base, despite being several months into our posts.  
March 2021 
Despite the teams having expanded a lot since my work as a CWP, I am developing a sense from 
the data that lots of the issues coming up are familiar with my own experiences, for example, a 
desire from schools for support for young people they are most concerned about. The longevity 
of such issues indicates the importance of addressing them for the role to be most effective.  
  




April 2021  
I am feeling a little overwhelmed by how much data the Delphi method has generated as I start 
writing up. Although I recognise that the Delphi method is about developing consensus, it would 
be interesting to look at where and how far different participants change their ratings between 
rounds. For example, it looks like CWPs/EMHPs are more likely to change their responses than 
supervisors or school link workers, perhaps indicating their open-mindedness to perspectives of 
others. 
From looking at the data, I am struck by the tendency of supervisors towards more ‘mild’ to 
‘moderate’ positions. I wonder if supervisors, who are less involved ‘on the ground’ in schools, 
may see reasons ‘for’ and ‘against’ each statement. This reflects my experience across clinical 
psychology training, where I now feel better able to appreciate complexities around a given issue 
and find it harder to adopt a ‘strong’ view either way.  If I were responding to my own Delphi 
questionnaires, I think I would probably respond “it depends” to most statements!  
It was helpful to discuss this with my secondary supervisor. We spoke about what assumptions 
may underlie a participant’s response. For example, CWPs/EMHPs may be motivated to receive 
further training and develop their competence as an individual but may be able to see the 
difficulties associated with delivering a greater range of interventions as a workforce overall.  
  




Most important statements at R2 and R3 
 
Choices of three most important statements at R2  
 
Statement CWPs/EMHPs School link 
workers 
Supervisors Overall 
29. Current low intensity interventions offered should be expanded, for 
example, working with emotional regulation, perfectionism and sleep 
10 3 1 14 
31. Practitioners should be trained to work with more complex presentations 
such as self-harm, drug and alcohol use, and trauma-informed approaches  
5 4 2 11 
14. Mental health interventions are more accessible to young people when 
they are offered at school  
4 3 2 9 
30. Practitioners should receive training in providing training and 
consultation to school staff  
1 3 2 6 
11. Practitioners should be based in fewer schools with greater time 
commitment in each  
3 1 1 5 
16. Demand on school staff means it can be hard to keep protected time for 
liaison with practitioners  
1 1 3 5 
39. Uncertainty around longer term funding means it is difficult for services 
to plan for the future  
1 2 2 5 
1. An understanding of the role of CWP/EMHPs and the manualised 
interventions they are trained to deliver should be promoted within schools  
3 1 0 4 
12. Practitioners should adapt their practice within their skill-set to suit the 
needs and requests of each school  
2 2 0 4 
22. Over time, the initiative should reduce the number of referrals made to 
CAMHS  
0 2 2 4 
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Statement CWPs/EMHPs School link 
workers 
Supervisors Overall 
24. Difficulty accessing CAMHS increases the complexity of referrals made 
to practitioners  
0 2 2 4 
38. There is greater need for strategic planning, for example, in anticipating 
demand and how to timetable training sessions to school  
3 0 1 4 
6. The initiative should be promoted to staff and young people in schools 
through assemblies, workshops and posters  
2 1 0 3 
19. Schools should be required to guarantee access to appropriate clinical 
space, storage, and facilities (e.g. printing) to host a practitioner  
2 1 0 3 
27. Practitioners should be treated as CAMHS staff by colleagues in wider 
CAMHS  
2 1 0 3 
28. Practitioners should be given protected time to work on promoting a 
whole-school approach  
2 1 0 3 
32. Practitioners should be based in more schools to increase access across 
local authorities  
2 1 0 3 
33. Practitioners should practice with a high level of fidelity to the 
manualised interventions they are trained to deliver  
0 0 3 3 
40. In future, schools should have the option to buy-in practitioner resource 
full-time  
0 3 0 3 
7. All school teaching staff should be able to make referrals  0 1 1 2 
13. The low intensity interventions offered are appropriate to schools’ needs  0 0 2 2 
15. The initiative means that young people’s needs are met in a more 
timely fashion  
0 1 1 2 
17. At present, practitioners have low visibility within schools which can be a 
problem  
0 1 1 2 
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Statement CWPs/EMHPs School link 
workers 
Supervisors Overall 
23. Through their work in schools, practitioners are identifying unmet need 
requiring input from CAMHS  
2 0 0 2 
25. Practitioners should act as a ‘link’ between schools and CAMHS  1 0 1 2 
34. Supervisors should support connection between school-based 
practitioners through regular team meetings  
2 0 0 2 
36. The purpose of the initiative should not be expanded beyond providing 
early intervention for mild/moderate mental health difficulties  
1 0 1 2 
2. Practitioners’ introduction to schools should be formalised through a 
meeting jointly attended by supervisors  
0 1 0 1 
4. Practitioners should act as the primary contact with schools  0 0 1 1 
5. Schools’ understanding of the CWP/EMHP role should be supported by 
communication from supervisors  
1 0 0 1 
10. Practitioners should be treated as a member of staff in the schools they are 
based in  
0 1 0 1 
18. The mental health needs of young people should be prioritised where 
timetabling difficulties occur  
0 1 0 1 
21. Practitioners should be based in schools for the full school day  0 1 0 1 
35. Contributing to the development of an evidence-base for low intensity 
interventions in schools, such as through collecting routine outcome 
measures, should be a key focus  
0 0 1 1 
37. The initiative would benefit from a forum for Trusts to share best practice 
and problem-solve issues  
1 0 0 1 
3. Schools’ understanding of the CWP/EMHP role should be supported 
through written materials and sharing of manualised resources  
0 0 0 0 
8. Waiting list numbers should be limited to manage demand  0 0 0 0 
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Statement CWPs/EMHPs School link 
workers 
Supervisors Overall 
9. Supervisors should act as the primary contact with schools  0 0 0 0 
20. The demands of administrative tasks should be minimised to prioritise 
time for sessions  
0 0 0 0 
26. Integration with wider CAMHS should be promoted through practitioner 
presence at team base  
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Choices of three most important statements at R3  
 
Statement CWPs/EMHPs School link 
workers 
Supervisors  Overall 
29. Current low intensity interventions offered should be expanded, for 
example, working with emotional regulation, perfectionism and sleep  
11 4 1 16 
31. Practitioners should be trained to work with more complex presentations 
such as self-harm, drug and alcohol use, and trauma-informed approaches  
5 5 2 12 
14. Mental health interventions are more accessible to young people when 
they are offered at school  
4 3 1 8 
30. Practitioners should receive training in providing training and 
consultation to school staff  
3 2 1 6 
39. Uncertainty around longer term funding means it is difficult for services 
to plan for the future  
2 2 1 5 
1. An understanding of the role of CWP/EMHPs and the manualised 
interventions they are trained to deliver should be promoted within schools  
3 1 0 4 
11. Practitioners should be based in fewer schools with greater time 
commitment in each  
3 1 0 4 
16. Demand on school staff means it can be hard to keep protected time for 
liaison with practitioners  
1 1 2 4 
32. Practitioners should be based in more schools to increase access across 
local authorities  
2 2 0 4 
38. There is greater need for strategic planning, for example, in anticipating 
demand and how to timetable training sessions to schools  
3 0 1 4 
19. Schools should be required to guarantee access to appropriate clinical 
space, storage, and facilities (e.g. printing) to host a practitioner  
2 1 0 3 
6. The initiative should be promoted to staff and young people in schools 
through assemblies, workshops and posters  
2 0 0 2 
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Statement CWPs/EMHPs School link 
workers 
Supervisors  Overall 
12. Practitioners should adapt their practice within their skill-set to suit the 
needs and requests of each school  
0 2 0 2 
13. The low intensity interventions offered are appropriate to schools' needs  0 0 2 2 
15. The initiative means that young people's needs are met in a more 
timely fashion  
0 1 1 2 
22. Over time, the initiative should reduce the number of referrals made to 
CAMHS  
0 2 0 2 
24. Difficulty accessing CAMHS increases the complexity of referrals made 
to practitioners  
0 1 1 2 
25. Practitioners should act as a 'link' between schools and CAMHS  1 0 1 2 
27. Practitioners should be treated as CAMHS staff by colleagues in wider 
CAMHS  
1 1 0 2 
28. Practitioners should be given protected time to work on promoting a 
whole-school approach  
2 0 0 2 
33. Practitioners should practice with a high level of fidelity to the 
manualised interventions they are trained to deliver  
0 0 2 2 
34. Supervisors should support connection between school-based 
practitioners through regular team meetings  
2 0 0 2 
2. Practitioners' introduction to schools should be formalised through a 
meeting jointly attended by supervisors  
0 1 0 1 
4. Practitioners should act as the primary contact with schools  0 0 1 1 
7. All school teaching staff should be able to make referrals  0 0 1 1 
10. Practitioners should be treated as a member of staff in the schools they 
are based in  
0 1 0 1 
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Statement CWPs/EMHPs School link 
workers 
Supervisors  Overall 
17. At present, practitioners have low visibility within schools which can be 
a problem  
0 0 1 1 
18. The mental health needs of young people should be prioritised where 
timetabling difficulties occur  
0 1 0 1 
23. Through their work in schools, practitioners are identifying unmet need 
requiring input from CAMHS  
1 0 0 1 
35. Contributing to the development of an evidence-base for low intensity 
interventions in schools, such as through collecting routine outcome 
measures, should be a key focus  
0 0 1 1 
37. The initiative would benefit from a forum for Trusts to share best 
practice and problem-solve issues  
1 0 0 1 
40. In future, schools should have the option to buy-in practitioner resource 
full-time  
0 1 0 1 
3. Schools' understanding of the CWP/EMHP role should be supported 
through written materials and sharing of manualised resources  
0 0 0 0 
5. Schools' understanding of the CWP/EMHP role should be supported by 
communication from supervisors  
0 0 0 0 
8. Waiting list numbers should be limited to manage demand  0 0 0 0 
9. Supervisors should act as the primary contact with schools  0 0 0 0 
20. The demands of administrative tasks should be minimised to prioritise 
time for sessions  
0 0 0 0 
21. Practitioners should be based in schools for the full school day  0 0 0 0 
26. Integration with wider CAMHS should be promoted through practitioner 
presence at team base  
0 0 0 0 
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Statement CWPs/EMHPs School link 
workers 
Supervisors  Overall 
36. The purpose of the initiative should not be expanded beyond providing 
early intervention for mild/moderate mental health difficulties  









End of study notification form and letter sent to HRA, REC, and R&D departments 
 
 




I am writing to briefly summarise my major research project conducted as part of my clinical 
psychology doctoral training.  
This research was sponsored by Canterbury Christ Church University. The research received 
favourable ethical opinion from the London Central Research Ethics Committee and was 
approved by the Health Research Authority. A summary of the research and the results are 
detailed below. 
Title 
A Delphi survey investigating the implementation of a new workforce of school-based mental 
health practitioners 
Background  
In the context of increased concern around the mental health of children and young people, 
schools have been promoted as a setting to provide early intervention. Representing significant 
investment by the UK Government, new school-based practitioners have been introduced to 
provide targeted low intensity guided self-help.  However, evidence-based interventions are 
often not adopted and sustained successfully when introduced to new contexts. It was therefore 
important to explore the implementation of this new workforce and identify factors that facilitate 
and impede their work in schools to support the initiative’s continued roll-out. 
Aims 
This research achieved its aim to explore different professionals’ experiences of CWP/EMHP 
implementation in schools and identify areas of agreement and disagreement between 
stakeholder groups.  
Method 




A three-round Delphi survey was employed. Thematic analysis of first-round questionnaire data 
informed the development of a second-round questionnaire that was completed by 10 
supervisors, 13 school staff and 17 CWPs/EMHPs. A third-round questionnaire was used to 
finalise consensus within and between groups. 
Results 
Overall, consensus between professional stakeholder groups was high. Participants agreed that 
mental health interventions are more accessible when they are provided in schools. Participants 
recognised the importance of developing relationships and shared understandings of the initiative 
within schools, and the need to overcome practical issues to create conditions that facilitate 
successful working.  
Results also highlighted challenges associated with translating mental health interventions to the 
education context and different priorities in partnership working emerged. Reconciling where 
school-based practitioners fit between CAMHS and schools emerged as challenging. Participants 
agreed that a greater range of interventions should be offered, however it is important that 
school-based practitioners continue to practice within their level of training and competence. A 
tension between prioritising quality of service and equality of access was also identified.  
Findings also demonstrated the need to facilitate dialogue between local collaborators to 
recognise and resolve issues together in supporting implementation. To promote sustainability of 
this workforce, it is crucial that resources invested in recruiting and training practitioners are 
matched by measured, strategic thinking. 
Ideas for future practice that showed strong agreement or lacked agreement between participant 
groups are shown below.  
Dissemination  
A summary of the research findings has been disseminated to participants. This research will be 
submitted to a peer-reviewed journal for publication (journal to be confirmed)  
If you have any questions or would like to discuss the research, please contact me using the 
details provided below.  
Yours sincerely 




Becky Forsyth  
Trainee Clinical Psychologist  
 
Salomons Institute for Applied Psychology  
1 Meadow Road 
Tunbridge Wells 
TN1 2YG  
Email: bf103@canterbury.ac.uk 
 
Ideas that achieved strong consensus between professional groups 
• An understanding of the role of CWP/EMHPs and the manualised interventions they are 
trained to deliver should be promoted within schools 
• Practitioners' introduction to schools should be formalised through a meeting jointly attended 
by supervisors 
• Schools' understanding of the CWP/EMHP role should be supported through written 
materials and sharing of manualised resources 
• Practitioners should act as the primary contact with schools 
• Schools' understanding of the CWP/EMHP role should be supported by communication from 
supervisors 
• The initiative should be promoted to staff and young people in schools through assemblies, 
workshops and posters 
• Supervisors should act as the primary contact with schools (participants strongly disagreed)   
• Practitioners should be treated as a member of staff in the schools they are based in 
• Practitioners should be based in fewer schools with greater time commitment in each 
• The mental health needs of young people should be prioritised where timetabling difficulties 
occur 
• Schools should be required to guarantee access to appropriate clinical space, storage, and 
facilities (e.g., printing) to host a practitioner 
• The demands of administrative tasks should be minimised to prioritise time for sessions 
• Integration with wider CAMHS should be promoted through practitioner presence at team 
base 
• Practitioners should be given protected time to work on promoting a whole-school approach 
• Current low intensity interventions offered should be expanded, for example, working with 
emotional regulation, perfectionism and sleep 
• Practitioners should receive training in providing training and consultation to school staff 
• Supervisors should support connection between school-based practitioners through regular 
team meetings 
• Contributing to the development of an evidence-base for low intensity interventions in 
schools, such as through collecting routine outcome measures, should be a key focus 
• The initiative would benefit from a forum for Trusts to share best practice and problem-solve 
issues 
• There is greater need for strategic planning, for example, in anticipating demand and how to 
timetable training sessions to schools 
 




Ideas that lacked consensus between professional groups 
• All school teaching staff should be able to make referrals 
• Practitioners should be based in schools for the full school day 
• The purpose of the initiative should not be expanded beyond providing early intervention for 


































End of study report for participants 
 
Dear participant 
Thank you for taking part in my research on the introduction of CWPs and EMHPs in 
schools. It would not have been possible to carry out this research without the valuable 
contributions of all participants, especially given the challenges presented to our work 
during the COVID-19 pandemic. I am pleased to say that the research is now complete, 
and I am writing to provide a summary of the main findings. 
The research aimed to explore different professionals’ experiences of CWP/EMHP 
implementation in schools and identify areas of agreement and disagreement between 
professional groups. 44 participants took part across three rounds of the Delphi survey.  
Overall, consensus between professional groups was high. Participants agreed that mental 
health interventions are more accessible when they are provided in schools. Participants 
recognised the importance of developing relationships and shared understandings of the 
initiative within schools, and the need to overcome practical issues to create conditions that 
facilitate successful working.  
Results also highlighted challenges associated with translating mental health interventions 
to the education context. Reconciling where school-based practitioners fit between 
CAMHS and schools requires further work. Participants agreed that a greater range of 
interventions should be offered, however it is also important that school-based practitioners 
continue to practice within their level of training and competence. A tension between 
prioritising quality of service and equality of access was identified.  
Our findings also demonstrated the need to facilitate dialogue between schools and the 
NHS to recognise and resolve issues together in supporting implementation. To promote 
sustainability of this workforce, it is crucial that resources invested in recruiting and training 
practitioners are matched by measured, strategic thinking. 
Ideas for future practice that showed strong agreement or lacked agreement between 
participant groups are shown below. 




Ideas that achieved strong consensus 
• An understanding of the role of CWP/EMHPs and the manualised interventions they are 
trained to deliver should be promoted within schools 
• Practitioners' introduction to schools should be formalised through a meeting jointly 
attended by supervisors 
• Schools' understanding of the CWP/EMHP role should be supported through written 
materials and sharing of manualised resources 
• Practitioners should act as the primary contact with schools 
• Schools' understanding of the CWP/EMHP role should be supported by communication 
from supervisors 
• The initiative should be promoted to staff and young people in schools through 
assemblies, workshops and posters 
• Supervisors should act as the primary contact with schools (participants strongly 
disagreed)   
• Practitioners should be treated as a member of staff in the schools they are based in 
• Practitioners should be based in fewer schools with greater time commitment in each 
• The mental health needs of young people should be prioritised where timetabling 
difficulties occur 
• Schools should be required to guarantee access to appropriate clinical space, storage, 
and facilities (e.g., printing) to host a practitioner 
• The demands of administrative tasks should be minimised to prioritise time for sessions 
• Integration with wider CAMHS should be promoted through practitioner presence at 
team base 
• Practitioners should be given protected time to work on promoting a whole-school 
approach 
• Current low intensity interventions offered should be expanded, for example, working 
with emotional regulation, perfectionism and sleep 
• Practitioners should receive training in providing training and consultation to school staff 




• Supervisors should support connection between school-based practitioners through 
regular team meetings 
• Contributing to the development of an evidence-base for low intensity interventions in 
schools, such as through collecting routine outcome measures, should be a key focus 
• The initiative would benefit from a forum for Trusts to share best practice and problem-
solve issues 
• There is greater need for strategic planning, for example, in anticipating demand and 
how to timetable training sessions to schools 
 
Ideas that lacked consensus  
• All school teaching staff should be able to make referrals 
• Practitioners should be based in schools for the full school day 
• The purpose of the initiative should not be expanded beyond providing early 
intervention for mild/moderate mental health difficulties 
 
I plan to submit my research to be published in a peer reviewed journal in due course. I will 
also share my findings with the London and South East CYP IAPT Learning Collaborative.  
Thank you again for taking part. I hope that our findings can help to inform the continued 
roll-out of the MHST initiative. If you have any questions or comments about the research, 
please do not hesitate to contact me.   
With best wishes 
Becky Forsyth  
Trainee Clinical Psychologist  
 
Salomons Institute for Applied Psychology  
Canterbury Christ Church University 
1 Meadow Road 
Tunbridge Wells 
TN1 2YG  
 
Email: bf103@canterbury.ac.uk  
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